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THE INDUSTRIAL QUESTION: A PRO- y varied , mainly less serious, but 


POSAL AND ANNOUNCEMENT.* 
By Frepegic J. Corton, M.D., Boston. 


Just a few things the war has taught us that 
should help forward our civil practice: the 
Carrel-Dakin treatment of septic wounds, the 
value of organized team work, the possibilities 
of the reconstruction idea. 

The Dakin treatment we may leave aside, al- 
ready safely ensconced in all the hospitals that 
really care about results. 

My subject for today is that combination of 
reconstruction with the team work which alone 
can give it tangible results. Such a development, 
such a combination we had during the war— 
and with results, as you all know. In peace we 
have lost it! 

Worst of all, I know of no civil hospital that 
has clearly seized the idea or even attempted the 
practical solution. Nor does it seem to me likely 
Paar. general community hospital is going to 

oi 

What we lack is what Governor Coolidge 
asked for in June, 1919,—care for civil cases 
Such as the army wounded had. 


* Read 
1920, 


before the New England Surgical Associatior, Oct. 7, 


the needed personnel, the general conception of 
treatment for return to function, the most fa- 
vorable grouping of cases, are very nearly the 
same for accident cases as they were for the re- 
construction work in the army. 

Moreover, since we have had accident insur- 
ance laws in our states these cases form a defi- 
nite class—potentially at least, a group as defi- 
nite as the army cases. 

It is with the army work in mind-—the army 
work at its best—that I am going to give a brief 
sketch of the industrial surgical situation, based 
on an observation of some years and particu- 
larly in the eight years’ life of our Massachu- 
setts employers’ liability law. 

During these eight years I chance to have 
been surgeon to the City Hospital, chairman of 
the medical advisory committee of the accident 
board, and sometimes ‘‘impartial examiner’’ for 
the board and referee for certain insurers in 
the less happy cases—in whom late reconstruc- 
tion work is to be considered. 

All this means some acquaintance with results, 
particularly, of course,— the bad results. 

They seem to leave a good deal to be desired 
and there seems to be an enormous economic — 
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and human waste involved in the total, because 
of faulty methods. 

Roughly speaking, the waste results from: 
lack of technique—and sepsis, mostly avoidable ; 
lack of diagnosis of detail, particularly in frac- 
tures; inadequate primary surgery, particu- 
larly in fractures; in nerve and tendon injuries ; 
lack of after-care, or routine after-care only; 
lack of codperation of the patient; lack of re- 
view of cases that are ‘‘hanging along’’; lack 
of knowledge of what can be done—late—by 
proper reconstructional surgery; lack of oppor- 
tunity to get such work done; lack of means 
for bridging over the interval between techni- 
eal cure and the power to do real work; lack 
of refitting of the handicapped to the old or to 
a new job. 

Our cases are treated by their own doctors, 
or in general hospitals, and latterly many of 
them in clinics and hospitals run by insurance 
companies or, in connection with factories. 

Each of these methods at its best yields a good 
many good results—depending largely on the 
man who has the ease. I am here speaking of 
averages only. 

The least good average of results, I am afraid, 
comes from the hospitals, particularly the big- 
ger ones, organized essentially for acute sur- 
gery, practising more particularly abdominal 


surgery, large enough so that much work 


falls to overworked and inexperienced jun- 
iors, so large that after-care is in too 
many hands with no one continuously in 
charge of the case. Moreover, these institu- 
tions all think they are charities—as a few of 


them are—and there is a feeling that industrial. 


eases should pay their way nowadays,—as they 
should—that makes for lack of real interest in 
them. J am not very optimisite about develop- 
ments in the larger institutions. , 

The smaller community hospitals do better, 
but there are few of them fully qualified for 
this work in equipment or personnel. 

As to the private physician he does surpris- 
ingly well, all things considered. I don’t see, 
quite, how he does it with his average disadvan- 
tages as to equipment and help. The an- 
swer is, I think, that he is vitally in- 
terested in the case in hand and does a bit bet- 
ter than his best. | 

Now as to company hospitals: they have one 
very great advantage, in that they are special- 
ized for this work—just as the general hospital 
is not. 


The clinie or hospital run by an insurance 
company may be very good—several of them 
are—but they are handicapped first, by a parti- 
san attitude of their own workers; second, by 
lack of codperation of their patients from a sus- 
picion, usually not justified, as to the company’s 
lack of interest in the case from the personal 
side. This, I am inclined to regard as serious 
enough to affect results appreciably. 

Beyond this these clinics are usually swamped 
with routine cases, mainly minor, and a good 
many serious cases get by for a long time with- 
out needed review by really expert men. 

The plant hospital 1s better off in all these 
respects, particularly in the matter of morale 
on both sides. In fact the best work that I 
know of has been done in hospitals of the larger 
plants affiliated with good local hospitals that 
take the more serious cases in. 

The Fore River plant, the American Steel 
Wire in Worcester, the Norton File Co., the 
Waltham Watch Factory, all work on this basis. 


This is the most hopeful type of organization, 
possessing as it does the advantage of close 
touch with the employee and his work and with 
a chance to do intelligent placement in convales- 
cence much earlier than on any other plan, and 
an opportunity to do retraining and refitting 


‘when it is needed. 


In New England unfortunately most plants 
are too small to carry a really adequate equip- 
ment and personnel. 

What can be done to better the chances of the 
injured employee of a small concern or the man 
who wants his own doctor? I have for a good 
while advocated two things: 


1. Systematic review of all cases on compen- 
sation over a few weeks to see what needs do- 
ing and whether it is being done. 


2. An arrangement by which serious cases 
needing expert care can be referred easily, so 
as to get such care, whether they are under the 
care of their own doctor, or of the company doc- 
tor or the insurance company. 

The proposition for a systematic review of 
all cases after six or eight weeks, has been put 
up to the accident board in Massachusetts as a 
substitute for the present system of not very 
valuable impartial examinations very late along 
in the course of contested cases. 

There are legal and administrative difficulties 
at the moment, but I believe we shall get this 
in time if we continue to ask for it. 
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The second need is for a place and institution 
devoted, not to routine accident stuff, but to the 
problem of functional restoration in the indi- 
vidual referred case, whether this calls for sheer 
surgery or no surgery or medical care or com- 
bined treatment. That includes physiotherapy 
and some measure of occupational work. 

I recognize that a lot of good work has been 
done by individual men along these lines on 
eases referred to them—-I have done some my- 
self. 

What is needed is an institution to do this, 
big enough to have the services of the best ex- 
perts in surgery and medicine in various 
branches, to have a team of skilled physio- 
therapy aides and technicians, adequate physical 
equipment, a proper record system. 

This cannot be built in a day, but a beginning 
is being made. A charter has lately been issued 
to a corporation called the Reconstruction As- 
sociation, to begin just this thing—with small 
beginnings, beginning small, to grow on merits, 
if it proves to have them, rather than to risk 
the entangling alliances likely if some man or 
corporation were to finance. : 

. This corporation now stands ready to take 
eases calling for expert treatment along recon- 
struction lines at, practically, cost rates and give 
them the best treatment that can be offered; 
building up its foree and its resources as it 
grows. In this plan a number of men and 
wemen who were in the war work are interested 
—the plan is for development along lines of the 
army reconstruction team work. 

With the men associated in putting this thing 
through, ready to do the work without personal 
gain, there is going to be no financial or other 


difficulty in developing it, provided sufficient | 


eases are furnished to get to work on. 

We have never found insurers, as a rule, un- 
willing to pay for real results, and we believe 
Savings from shortened periods of disability 
will be so obvious as to clear up the dollar ques- 
tion if the thing can only be gotten under way. 

It is the same sort of thing half a dozen men 
have been doing im private and have found 
well worth while. 

This is an attempt to make it non-personal, 
independent, non-partisan, to build it up to 
Size enough to keep first class teams busy, and 
So to concentrate the work, reducing overhead 
charges per case in so doing, and to have a 
really efficient, specialized central institution 
body to which cases needing reconstruction 


treatment may be referred from whatever 
source. 

If this works out there should cease to be any 
excuse for many of the results (or lack of re- 
sults) that some of us have seen so often in the 
past, and a saving in human efficiency as well 
as an economic saving well worth while. 


ACUTE INFECTIONS OF THE PANCREAS. 
By F. B. Sweet, M.D., SprincFIELD, MASS. 


It is well for the surgeon to occasionally look 
behind him, take inventory and frankly review 
his professional experience. Such a survey of 
one’s work on the one hand, exposes pitfalls 
and fallacies, to be in future avoided, and on 
the other, brings the cheerful realization that 
many an erstwhile insurmountable barrier was 
such by reason of tradition only. For, however 
much humiliation and disillusion the back- 
ward look may bring, one gains the compensat- 
ing conviction that surgery is a forward look- 
ing calling, and its practitioners progressive 
men. 
The surgical conquests of the past two decades 
in themselves, present an almost incredible rec- 
ord of achievement. Many remember the ap- 
prehension with which disease of the vermiform 
appendix was surgically attacked, to say noth- 
ing of such abdominal emergencies as ectopic 
gestation, biliary tract infection and _perfora- 
tion of the digestive tube. Year by year, one 
pathological entity after another has been 
sought out and controlled, until but compara- 
tively few regions of the body remained unex- 
plored and but few surgical diseases unattacked. 

Let us briefly discuss one of the later tri- 
umphs: the surgical treatment of pancreatic in- 
fection. The anatomical relation and physi- 
ological importance of the pancreas, long pre- 
vented surgical interference. Its physiology 
was but indifferently understood and its prox- 
imity to important viscera and structures pre- 
sented serious technical problems. Its blood, 
nerve and lymphatic supply is most generous 
and from several sources. It produces an ex- 
ternal and an internal secretion. These facts 
explain why disease of the gland is complex in 
symptomatology and secondary to that of neigh- 
boring structures, particularly the gall-bladder. 
They also explain why the surgical treatment 
of its diseases presents so formidable a problem. 

As a necessary foundation to the intelligent 


\ 
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discussion of the subject of acute pancreatic in- 
fection, let us briefly review the very interest- 
ing studies made recently in the research lab- 
oratories of the University of Pennsylvania by 
Dr. J. E. Sweet. 

These studies have greatly added to our 
knowledge of the pancreas and have been of 
aid in showing the reason for and a rational 
method of surgical attack. Sweet aptly says, 
‘‘the manner of attacking any form of pan- 
creatic disease is to be determined by a knowl- 
edge of certain of its physiological peculiar- 
ities.”’ 

As to the nature of the peculiarities, I can- 
not better convey the facts than by freely quot- 
ing from his recently published monograph. 

1. ‘‘Pancreatic secretory activity is subject 
to dual control, namely through the nervous 
system, the rdle of which is not fully under- 
stood, and a more potent agent in the form of a 
chemical stimulant brought to the cells of the 
gland by the blood stream, from its place of 
origin in the intestinal mucosa. This substance 
called secretin, is formed by the action of hy- 
drochlorie acid upon a substance called prose- 
eretin, contained in the cells of the mucosa of 
the duodenum and entire jejunum. When se- 
cretin is brought to the pancreas by the blood 
stream the pancreas immediately begins to 
secrete. 


2. ‘*The surgically important cunstituents 
of the pancreatic juice are the ferments trypsin 
and steapsin, the first, a proteolytic ferment and 
the second, a fat splitting agent. This latter 
gives a positive diagnostic sign in acute pan- 
creatitis when the juice escapes into the peri- 
toneal cavity where it comes in contact with fat 
and forms characteristic patches of fat necrosis 
seen in no other condition. While fat necrosis 
is the only infallible diagnostic sign, outside 
the pancreas itself, it is not always present. 
Trypsin is the all important agent to the sur- 
geon, being that which determines operation 
and modifies treatment as will be seen later. 
This ferment is not contained as a ferment 
either in the gland cells or ducts, but is found 
as an inactive zymogen trypsinogen. This is 
the answer to the old question why the pancreas 
does not digest itself. The normal activating 
agent which transforms the harmless trypsino- 
gen into the powerful ferment trypsin, is pro- 
duced exclusively by the cells of the mucosa of 
the small intestine, and is called enterokinase. 


This body is only secreted when trypsinogen is 
brought into the lumen of the intestine. This 
enterokinase is the only substance normally 
present in the body, which can change trypsino- 
gen into trypsin. An activating agent of simi- 
lar, if not identical nature, is present in certain 
bacteria, and there is evidence that trypsinogen 
is also activated by some constituent of the 
pancreas itself, when it has been so injured as 
to become necrotic.”’ 

So much for the theoretical study of our sub- 
ject,—now for the practical application of what 
has thus been learned, for after all, the cure of 
the patient is the ultimate goal of researchers 
and clinicians alike. 


First, the Diagnosis. 


‘ 


Experience has taught us all that the svmp- 
toms of acute pancreatitis are those of upper 
abdominal peritonitis. They so closely simu- 
late those of perforation of the gall-bladder, 
duodenum, stomach, high obstruction acute 
cholecystitis, that it is quite impossible to make 
a correct pre-operative diagnosis. In discuss- 
ing the diagnosis, William Mayo catalogues the 
disease as an acute abdominal perforation, 
which in truth it is. 

In the one or two cases, where I have person- 
ally made correct diagnoses, I have been 
prompted to guess aright by the extreme ill ap- 
pearance and grave condition of the patient, 
rather than by intelligent reasoning. The find- 
ing of fat necrosis or free dirty or bloody fluid 
with palpable disease of the gland at operation, 
remains as ever the only sure method of diag- 
nosis. Laboratory tests are unreliable. The al- 
most constant association of gall-bladder disease 
in itself, hopelessly confuses the clinical picture. 
The difficulty of diagnosis and the profound ill- 
ness of the patient, have always militated 
against prompt and bold treatment. In this 
condition, as perhaps in no other abdominal 
emergency, both diagnosis and successful treat- 
ment depend upon early operation and the pro- 
vision of a means of exit, for both the infec- 
tious product and the deadly agent it has let 
loose. 

The mortality statistics of promptly oper- 
ated cases are most encouraging, and give rea- 
son for the hope that in the near future, acute 
pancreatitis will show as high percentage of re- 
covery as do the more severe appendix infec- 
tions. In the neglected cases, the mortality is 


| 
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and will be appalling. The unoperated cases 
practically all die. 

The surgical approach should be through either 
the gastro-hepatic or the gastro-colic omen- 
tum. Drainage material should be ample and 
well placed. The coincident gall bladder dis- 
ease must be appropriately dealt with. 

Pancreatic patients have a more or less 
stormy post-operative history. At best, attacks 
of epigastric distress and vomiting are not in- 
frequent, and sometimes continue periodically 
for two or three weeks. The worst cases slough 
out part of the gland. : 

The functional margin of safety is undoubt- 
ediy great and is estimated by Sweet as two- 
thirds of the gland substance. In one of my 
cases it seemed as if most of the gland came 
away, but the patient suffered no ill effect. 

The foregoing, with the following case re- 
ports, will I hope, stimulate discussion and help 
to convirice the skeptical that acute pancreatitis, 
if diagnosed and treated early by operation, is 
not as hopeless a surgical condition as we have 
hitherto considered it. 

The following six cases are all of true acute 
pancreatitis, of which I have personal recollec- 
tion or records: 


Mrs. S. Age, 40. 1913. Seen the second day 
of illness. Was then in semi-collapse. Great 
pain in upper abdomen, with tenderness and 
board-like rigidity in same region. No jaundice, 
but peculiar leaden pallor that I have since no- 
ticed in one or two other cases. She vomited 
frequently. Patient sent to hospital, but opera- 
tion delayed two days because I lacked the cour- 
age to operate in her very ill condition. 

The gall-bladder was found acutely inflamed 
and contained stones. There was widespread 
fat necrosis. There was gangrene about the 
head of the panereas and bile poured out of 
Winslow’s foramen. Gall-bladder was drained 
and large handkerchief wick carried down to 
neighborhood of pancreas head above duo- 
denum. Lesser eavity not opened. Stormy re- 
covery, repeated chills, septic temperature, 
vomiting and attacks of epigastric pain. 

About three weeks after operation, as I en- 
tered ward one merning, I noticed a most stink- 
ing odor and was informed by an excited nurse 
that Mrs. S. had just flooded her dressings with 
pus. Investigation showed a very large portion 
of her pancreas lving beneath her dressings in 
a soapy, gangrenous mass. She thereupon made 
prompt recovery, but had pancreatic fistula for 
some months. This finally closed and she has 
since been well. This case illustrates a happy 
result in spite of neglect and late operation. It 
also lends weight to Mayo and Sweet’s conten- 


tion that the functional margin of safety of the 
gland is great. 


Mrs. B. Age, 65 plus. 1912. Had been ill 
for several days with indefinite but severe up- 
per abdominal symptoms. When admitted to 
hospital, was delirious and feeble. There was a 
tumor in the epigastrium. No jaundice. Ex- 
ploration showed great omentum wadded about 
pylorus and duodenum. When disentangled, a 
small abscess in head of pancreas was found. 
There was a stone in the gall-bladder. No fat 
necrosis. A large wick was carried into abscess 
cavity. The gall-bladder was not opened. 

She made a stormy recovery and was finally 
discharged to her home with a discharging 
sinus. Some time later, Dr. Birnie was sent in 
response to a hurry call and found her afloat 
in stinking pus and soapy necrotic portion of 
pancreas. She made prompt recovery. This 
ease probably illustrates the type in which the 
ferment is not activated and infection results 
in abscess only. 


Mr. C. Age, 55. 1918. Patient was a par- 
alytic and in feeble health. First seen at his 
home suffering with symptoms of mild chole- 
cystitis. 

Because of his chronic invalidism and the ap- 
parent lack of urgency of his abdominal symp- 
toms, I advised against operation. When 
brought to hospital three days later, he was very 
ill with symptoms of upper abdominal periton- 
itis. He was jaundiced. Operation revealed 
acute cholecystitis with stone and acute pancre- 
atitis with abscess. There was general fat ne- 
erosis. Abscess opened and drained. Died on 
fifth day. 


Mr. R. Age, 51. Admitted 1918. For sev- 
eral years had had indigestion and during last 
few months had suffered repeated attacks of 
upper abdominal pain accompanied by vomit- 
ing. Present attack came on twenty hours be- 
fore admission. Similar to other attacks, but 
more severe and accompanied by chills. When 
admitted to hospital was in very severe epigas- 
trie pain with rigidity and tenderness over right 
upper quadrant. Operation 24 hours after on- 
set of attack showed inflamed gall-bladder con- 
taining numerous stones, general fat necrosis of 
peritoneum, considerable quantity of bloody 
fluid in peritoneal cavity and very odematous 
and highly inflamed pancreas. Gall-bladder 
drained, lesser peritoneal cavity opened and 
large Grain carried down to pancreas. His re- 
covery was smooth and uneventful, being In my 
experience unusual in this respect. — He left the 
hospital with a healed wound and in good gen- 
eral condition on the 28th day. Has remained 
well since. 


Mr. K. Age, 30. 1918. Has had attacks 


suggestive of gall-stone colic for past two years. 
The morning of admission, was seized with vio- 
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lent upper abdominal: pain, accompanied by 
vomiting, rigidity and tenderness. Had pecu- 
liar pallor. Was not jaundiced. 


_ Operation the same day showed acute chole- 
cystitis with several stones, acute oedema about 
head of pancreas and gall ducts,—fat necrosis 
not present but some bloody fluid in peritoneal 
cavity. When lesser cavity was opened pan- 
creas was found acutely inflamed, but not ne- 
erotic. Gall-bladder and pancreas - drained. 
Pre-operative diagnosis—-perforated ulcer or 
acute pancreatitis. He made a good recovery 
except for the usual persistent epigastric pain. 
There was some digestion of the wound surfaces, 
but no sloughing of the pancreas. The only 
complication was a transient lymphangitis of 
chest wall during fifth week of convalescence. 
He left the hospital in six weeks with wound 
healed and has remained well since. 


Mrs. D. Age, 29. 1919. For past eight 
weeks, had attacks of severe pain in epigas- 
trium, attacks lasting from six to twelve hours. 
They occurred about once in three days and re- 
quired morphine for relief. Had a baby ten 
weeks old. Was jaundiced and said she had 
been since the birth of her child. Her symp- 
toms were very indefinite the first day, but on 
the second, the jaundice became marked. Pain 
was constant and severe, with sharp upper rec- 
tus spasm and acute tenderness. Operation on 
the second day. Gall-bladder acutely inflamed. 
Many stones, free fluid, fat necrosis in region of 
pancreas, but not widespread. Pancreas odema- 
tous with gangrenous and hemorrhagic areas. 
Gall-bladder drained, lesser cavity was opened, 
gland broken into and large wick drain intro- 
duced. Her recovery was good, although on the 
16th day her temperature rose and she suffered 
epigastric pain and vomited. There was no 
sloughing of pancreas. She remains well. 


These cases are too few for statistical pur- 
poses, but certain interesting facts may be noted 
for what they are worth. All stressed epigas- 
trie pain; four of the six had fat necrosis; 
three had bloody or dirty fluid; two were 
jaundiced ; 


three had leaden pallor; two 
only gave history of radiation of pain 
to right shoulder blade, a curious fact 


when we remember that all had definite gall- 
bladder disease with stone; all showed unmis- 
takable gross change in pancreas; the three 
cases operated early made good if somewhat 
stormy recoveries; the three operated late, 
yielded one death and two prolonged and septic 
illnesses with recovery only after a considerable 


portion of the gland substance had sloughed 
away. 


OBSERVATIONS ON SOME CASES OF 
PERINEAL PROSTATECTOMY. 


By J. DeLuIncEerR Barney, M.D., F.A.C.S., Boston. 
Chief, Genito-Urinary Service, Massachusetts General 
Hospital, 


ALTHOUGH it is probable that a careful in- 
quiry among urologists would show that the 
perineal operation for prostatectomy is largely 
taboo, there is no question but what it has its 
advocates. Experience is the best teacher and 
one should approach any question with an open 
mind. It was in this spirit that I became in- 
terested in perineal prostatectomy some years 
ago, and when my friend, Dr. F. G. Balch, sung 
its virtues so gracefully in his paper before the 
Boston Surgical Society in 1915 I was still 
further encouraged to acquire a first hand 
knowledge of the operation. 

This paper is the study of a small series of 
eases, 34 in all, of perineal prostatectomy done 
by me since 1912. Owing to inadequate or un- 
obtainable data I have not included, except un- 
der general impressions, several others which I 
have done. But these comparatively few cases 
have been sufficient to give me a fair picture 
of the operation and to bring out some of its 
possibilities and disadvantages. Although sev- 
eral of these cases proved, to be cancerous, none 
was approached in the knowledge that this dis- 
ease existed. They were taken at random 
among my patients as they presented them- 
selves, all my other prostatectomies being oper- 
ated by the suprapubic route, for the most part, 
in two stages. 

My youngest patient was 41, the oldest 78, 
the average age being a little over 65 years. 
Their general condition was recorded as ‘‘good’’ 
in 21, ‘‘fair’’ in 6, distinctly ‘‘bad’’ in 7. The 
blood pressure varied greatly but was found to 
average just. below 150 mm. systolic and just 
under 90 mm. diastolic. 

Symptoms of prostatism had begun any- 
where from a few months to 15 years before the © 
patient sought relief. In eight the annoyance 
of one or two attacks of acute retention of urine 
brought them to a decision; on the other hand 
13 had had more or less complete retention, 
and had derived greater or less comfort from 
the catheter for weeks, months, and in some cases, 
years, before deciding that there must. be some 
better way out. In 20 cases there was marked 
frequency, both by day and by night; nine gave 
a definite history of hematuria. The urine was 
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practically clear and contained but small 
amounts of albumen, leucocytes, blood cells and 
bacteria in 13 cases; in eight, the urine was in 
‘fair’? condition, while 11 patients passed a 
thick, foul ropy urine. Where the patient was 
not found to have complete retention with an 
over distended bladder (4 cases), the residual 
urine varied from two to twenty ounces, the ma- 
jority having four or five ounces. 
Rectal examination brought out some interest- 
ing points. In 23 the prostate was described as 
smooth, elastic and enlarged, the hypertrophy 
being well marked in some instances, and in- 
volving one or both lateral lobes. Judged by 
this standard alone none of these patients had 


cancer, yet in four of them, examination of the 


prostate by the pathologist or subsequent events 
showed that cancer was present. On the other 
hand, rectal examination of six cases showed a 
firm, more or less nodular prostate strongly sug- 
gestive of cancer, yet in two of these the path- 
ologist and careful post-operative observation 
showed that my finger had erred in the other 
direction. It, therefore, follows that one cannot 
always eliminate the possibility of cancer in an 
apparently innocent feeling gland nor, unless 
the disease is well advanced and unmistakable, 
can one be sure he is dealing with cancer. 


Cystoscopic examination of the bladder before 
operation was done in but 11 instances. In nine 
of these, definite and valuable information was 
obtained as regards the presence of diverticu- 
lum, stone, a large median lobe, or appearances 
suggesting malignancy. In at least two cases, 
subsequent events made me regret that this ex- 
amination had not been performed. I, there- 
fore, do not hesitate to state that if one is to do 
perineal prostatectomy, cystoscopy should al- 
ways be done. It may add one more burden to 
the patient’s load, but the information thus 
gained may be well worth while. 


Preliminary catheter drainage was instituted 
in 24 patients. In four others the catheter could 
not be tolerated or could not be made to drain 
well after a few days. In these cases suprapubic 
cystotomy under local novocain anesthesia was 
performed, and kept up till the patient was in 
satisfactory condition. Drainage by this method 
alone was resorted to in one case. In none, did 
the opening of the bladder above complicate the 
Subsequent perineal enucleation or the convales- 
cence. Indeed after the removal of the prostate, 
and the establishment of free perineal drainage 


the suprapubic wound healed with the greatest 
speed and nicety. I, none the less, consider that 
if one is obliged to resort to suprapubic drain- 
age it would be wiser to complete the operation 
through this wound as a two-stage affair, rather 
than plunge into fresh tissue a second time and 
in another situation. 

While in four cases no drainage at all was 
carried out (these being early cases, with little 
or no residual and a repeatedly high function) 
this procedure lasted on an average of eleven 
days. Many were so treated for three to four 
weeks, and I believe, to their great advantage. 
The phenolsulphonephthalein test was relied up- 
on as the best all-round guide to the status quo, 
although the old-fashioned, but still reliable 
clinical methods of estimating a patient’s condi- 
tion were by no means neglected. The func- 
tional test varied widely, both before and after 
drainage. The average for the series at the 
time of operation was 51% plus, the lowest be- 
ing 15%, the highest between 80 and 100%. 

Prostatectomy was performed under spinal 
anesthesia alone, in 21 eases. In all of these 
novocain (Tablet C) was used, there being no 
pain or even discomfort at any time during the 
operation. In five more cases this anesthetic was 
entirely successful until the final enucleation of 
an adherent lobe was reached and at this stage 
of the proceedings a few whiffs of ether (hardly 
enough to produce primary anesthesia) were 
given. In three other cases, for reasons as yet 
unexplained, the novocain produced no effect 
whatever. As spinal anesthesia is severely 
frowned upon by a number of surgeons, and in 
some localities is never used on account of its 
supposed dangers or evil results, it may be well 
to state that these 28 patients having spinal an- 
esthesia showed no ill effects whatever from it. 
In most, it was administered by me, the rest be- 
ing done by an anesthetist or by my assistant. 
Although it is not uncommon to find a more or 
less marked fall in blood pressure after spinal 
anesthesia, resulting sometimes in a definite and 
alarming symptom-complex, this phenomenon 
was not noted in this series. In one patient who 
averaged about 150 mm. before operation, the 
pressure rose to 210 mm. immediately before 
the anesthetic was given. After operation his 
blood pressure was again 150 mm. Another 
whose pressure was 155 mm. before, registered 
135 mm. after operation. In the four or five 


other patients whose pressure was taken imme- 
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diately after operation there was a correspond- 
ingly small drop. I think that this may be ex- 
plained by the fact that the total volume of 
fluid injected into the spinal canal was small, 
never over 3 ¢.¢., was never injected higher than 
the third lumbar interspace, and was always in- 
jected very slowly. The drug was thus diffused 
but a short distance into the spinal canal, not 
high enough to effect the splanchnic nerve 
plexus. While this technique may account for 
the insignificant changes in blood pressure after 
operation, it may also have been responsible for 
the incomplete anesthesia found in eight cases. 

Although I deplore the use of ether for prosta- 
tectomy it was used in four cases, the much 
safer gas-oxygen being employed twice. 

_ My notes as to the findings at operation show 
some points of interest. The prostate was non- 
adherent and was shelled out with the utmost 
ease in 12 cases, all of these proving to be be- 
nign growths. Enucleation was equally easy 
and the report equally favorable in one which 
later turned out to be cancerous. Thirteen pros- 
tates are recorded as having been adherent and 
enucleated in some cases at least with much dif- 
ficulty. Five of these were shown to be cancer- 
ous, but in eight instances the gland was be- 
nign. It, therefore, does not follow that adher- 
ence of the gland to its surroundings is a sure 
sign of cancer. It is remarkable that there was 
a total of six cases of cancer in this series, nearly 
one in six, a percentage of 18.8. 

In my earlier cases the perineal incision was 
of the inverted U type, but latterly I have used 
a simple straight vertical incision with more 
satisfactory results. The apex of the U in the 
former incision does not heal quickly, or approx- 
imate itself to the rest of the wound; the 
straight incision gives all the room necessary, 
and its edges come together readily, leaving a 
small linear sear. Secondly, in my experience, 
the removal of stones, even up to the size of a 
pullet’s egg, through the perineum, has been 
easily accomplished with the old-fashioned lith- 
otomy forceps, or with a lithotrite, this proced- 
ure being generally carried out after enucleat- 
ing the prostate. Thirdly, I have not yet en- 
countered a prostate so large that it would not 
emerge through the wound after a little manipu- 
lation, nor have [ yet been harassed by losing 
a loose lateral or median lobe in the bladder. 
My finger has been able to reach well into the 
bladder and to palpate readily the entire edge 
of the prostatic capsule after the enucleation. 


I have always regarded the perineal opera- 
tion as especially desirable because of its com- 
parative freedom from hemorrhage. The rec- 
ords of 30 of my cases show that the bleeding 
during and just after operation was insignifi- 
cant. In three others enucleation of the pros- 
tate was attended by sharp hemorrhage not 
ceasing spontaneously, and necessitating control. 
One was stopped by a single gauze pack; the 
other two were auickly and completely con- 
trolled by the Hagner bag. This was inserted 
deflated and bulb first into the bladder through 
the perineal wound. The bag was then inflated. 
and downward traction made on the tube, the 
result being that the torn edges of mucosa were 
firmly and smoothly pressed against the sides 
of the prostatic cavity. In one case the bag was 
deflated about six hours after operation and re- 
moved next morning; in the other the bag was 
by accident left in place, fully inflated, for 
about 24 hours, yet the patient urinated freely 
and comfortably around it. While I find my- 
self using this bag less and less in the supra- 
pubic operation, it is a most efficient and cer- 
tain method of controlling hemorrhage in the 
perineal operations. Packing a perineal wound 
with gauze is difficult and often futile for the 
reason, that the tighter one packs the gauze 
against the bleeding bladder neck, the more one 
pushes it upward, and the more one tears up 
the mucosa of the empty prostatic cavity. 

Ordinarily a large single or two-way rubber 
tube was inserted into the bladder after the 
enucleation of the gland. This has been found 
to give ample drainage, not only to the bladder ~ 
but to the prostatic cavity and the wound. The 
two rubber-tissue wicks, one on either side of 
the drainage tube. which I once used as a rou- 
tine, have long since been omitted without ill 
effects. Indeed, I have often been tempted to 
omit even the tube in the belief that drainage 
would be adequate without it. Tubes and wicks 
have always been removed within 48 hours, 
more often on the morning of the day after op- 
eration. Complete incontinence usually ceased 
within three to five days after operation, the 
urine being then passed at short intervals 
through the perineal wound. Most patients be- 
gan to urinate a greater or less amount through 
the penis in about a week, the perineal leakage 
continuing for ten days to two weeks longer, or 
until the wound healed. | 

There were no post-operative complications 
whatever, in 16 cases. In an equal number the 
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convalescence was interrupted by some untoward 
incident. The most important was post-operative 
hemorrhage which occurred in four patients on 
the eleventh, tenth and eighth days, in three, 
and continued off and on for nine days after op- 
eration, in one. In two, it eventually stopped 
spontaneously; in the other two, a light gauze 
pack was required. In four other patients epi- 
didymitis (bilateral in one) intervened. The 
perineal wound closed down in two cases, pro- 
ducing retention of urine and eventually requir- 
ing suprapubic cystotomy. In both of these the 
prostate was malignant. Phlebitis, pneumonia, 
prevesical abscess, bronchitis, hemiplegia, chills 
and uremia, seven different complications, at- 
tacked nine other patients. A perineal sinus 
persisted for several weeks in one patient, 
largely owing to inadequate treatment in the in- 
stitution where he was; in another, a sinus per- 
sisted off and on for nearly a year in spite of 
the best care I could give it. 

There were three operative deaths, a mortal- 
ity of 8.8%. One, a feeble old man, succumbed 
to the effects of a secondary hemorrhage occur- 
ring 48 hours after operation; another, equally 
old and feeble, gradually failed and died in the 
hospital several weeks later apparently of 
cardio-renal disease; the third died in uremic 
coma three or four days after operation, in spite 
of the fact that his phthalein test was 80% on 
two occasions and he was regarded as a very 
good risk. 


My belief is that a successful operation for 
prostatectomy should result, first, in a live pa- 
tient; second, in free and infrequent urination; 
third, in little or no residual urine, and fourth, 
in a restoration of health and comfort so far as 
the patient’s age will permit. I have already 
Stated that three patients died shortly after op- 
eration. The condition of 21 others from sev- 
eral months to several years after operation has 
been ascertained. Eleven of these fulfilled the 
conditions just named and are unquestionably 
brilliant results. The paths of ten others have 
been somewhat rough, even stony. 


One proved to have a cancer of the prostate 
In spite of a ‘‘benign’’ report and was put on 
a catheter life with a suprapubic operation later. 
One has never regained complete control, has 
‘o wear a rubber urinal day and night, and has 
a residual of one ounce. 
Another went along well for a time until the 
Suprapubie wound, through which his pre-oper- 


ative drainage took place, broke open and re- 
quired several rounds of catheter drainage to 
close it. 

One developed a large vesical caleulus nine 
months after operation, submitted to litholapaxy, 
made a good recovery, and now is contented and 
happy. 

One individual never fully recovered from op- 
eration, had increasing difficulty of micturition 
with hematuria, accepted the proposition of a 
suprapubic operation and was found to have ex- 
extensive cancerous involvement of his bladder 
neck. The pathologist had reported a benign 
prostate. 

A perineal fistula opened and closed for nearly 
a year in one patient, who in addition to this, 
developed epididymitis with abscess of the 
scrotum requiring drainage. Careful and fre- 
quent dilatation of the urethra closed the fistula, 
but there is a tendency to stricture at the blad- 
der neck and a residual of two ounces. 

One patient has subsequently died of cancer 
involving the entire bladder. He was one who 
was not, but who ought to have been, cysto- 
scoped before operation. In this case also the 
prostate was reported as benign. 

Although in good general condition another 
patient had not regained much control several 
months after operation, but thought he was 
gaining. 

Still another 
frequeney and 
operation. He 


patient developed increasing 
dysuria some months after 
was found to have a blad- 
der stone and litholapaxy was successfully 
performed. He led a reasonably comfortable 
existence for some months more and then died. 

Finally one poor fellow has developed melan- 
cholia which grows no better with the flight of 
time. In addition to this he has had several at- 
tacks of epididymitis, has at least four ounces of 
residual urine and what amounts to stricture at 
the bladder neck. 

Having now recited in perhaps fatiguing de- 
tail my experiences with perineal prostatectomy, 
you may ask what I think about the operation. 
My answer is, that when successful it is a huge 
success, but one cannot be as certain of the out- 
come as with the suprapubic operation. The 
technical difficulties are considerable and it is 
absolutely essential to know the anatomy of the 
perineum, a requirement which cannot always be 
fulfilled. Another essential is that cystoscopy 
should always be done lest a tumor, stone or di- 
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verticulum be overlooked. Here again there are 
many who can operate but who cannot use the 
eystoscope. It seems to me that these are two 
strong arguments against the general employ- 
ment of this type of operation. The mortality 
has certainly been small, but the number of un- 
satisfactory post-operative results has been too 
great to satisfy me. The untoward post-opera- 
tive results are largely due to lack of control, 
tendency to stricture of the bladder neck and 
inability to empty the bladder completely. In- 
jury to the rectum has not been a factor, nor 
has a persistent perineal fistula been an item of 
any corsequence. On the whole I think there 
is no question but what in the majority of cases 
the two-stage suprapubic operation is the best 
and safest procedure. 


+. 


A CASE OF OVARIAN PREGNANCY. 
By MicHaet F. M.D., WorcESTER, MASS. 


THE occurrence of ovarian pregnancy is so 
rare that I should not have the temerity to re- 
port the following case were it not for the au- 

thoritative pathological diagnosis by Dr. How- 
ard T. Karsner, formerly of the pathological 
department of the Harvard Medical School, now 
professor of pathology at Lakeside Hospital, 
Western Reserve University School of Medicine 
Cleveland, Ohio. 

Ovarian pregnancy was recognized in 1614 by 
Mercerus; but even as late as the nineteenth 
century, authorities differed as to the possibility 
of its oceurrence,—the English school denying 
its possibility, while the Germans almost univer- 
sally admitted its possibility. Confusion may 
easily occur in the diagnosis, and the judg- 
ment of true ovarian pregnancy should rest with 
the trained pathologist. 

The difficulty in the diagnosis, however, is not 
so great where the pregnancy is prior to the 
sixth or eighth week, such as is our case; since, 
in such eases, the relation of the fetal tissues 
within the ovarian substance can be definitely 
outlined, and, indeed, the majority of authenti- 


cupy the position of the ovary; (3) that it be 
connected with the uterus by the ovarian liga- 
ment; (4) that definite ovarian tissue be found 
in its wall. 

Norris, in a study of the literature of ovarian 
pregnancy for a period of ten years, found 19 
positive cases. 

Williams, of Johns Hopkins University, in a 
searching examination of reported cases up to 
1906, found thirteen cases positive, seventeen 
eases highly probable, and five cases probable; 
and he noted that of these thirty-five cases, in 
eleven, the pregnancy went on to full term, and 
in not a few instances gave rise to lithopedian 
formations. And he and other authorities con- 
cluded that the ovary can accommodate itself 
more readily than the tube to the growing 
pregnancy. 

Rupture. at an early period, is the rule. The 
symptoms of ovarian pregnancy are essentially 
the same as those of tubal pregnancy, 7.¢., the 
missed period and then irregular uterine flow- 
ing, at times accompanied with cramp-like pains; 
the pains, however, are not severe unless rupture 
takes place. 

When rupture does take place, the symptoms 
are likewise similar to those of ruptured. 
tubal pregnancy, 7.e., sudden sharp pain with 
collapse. 

Th ovary from anatomical reasons, permits of 
a greater expansion than the tube, and thus gives 
opportunity for a longer development of the 
fetus; and when the rupture takes place, the 
bleeding from the ovary is apt to be greater than 
that from a ruptured tube, since the avary has 
a richer blood supply. 

From a study of animals and human beings, 
it is now universally accepted that the union of 
the spermatozoon and the ovum takes place nor- 
mally either at the fimbriated extremity of the 
tube or upon the surface of the ovary; hence, 
in its incipiency, pregnancy normally is extra- 
uterine. 

Ovarian pregnancy results from the uniting 
of the spermatozoon and the ovum in the 
graafian follicle, and the further development 


cated cases have been those where the pregnancy-| Within ovarian substance. 


has been of less than six weeks’ development. 

The criteria by which ovarian pregnancy is 
established were formulated by Spiegelberg in 
1878, and these criteria are now generally ac- 
cepted. They are: (1) that the tube on the af- 
fected side be intact; (2) that the fetal sac oe- 


HISTORY OF CASE. 


Mrs. P., aged 30, multipara, last confinement 
six months before operation. Since confinement, 
menstruated irregularly, but for a few weeks 
previous to operation had frequent slight flow- 
ing spells and indefinite abdominal pains. 
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HIGH MAGNIFICATION OF .THE LARGE MONONUCLEAR CELLS OF THE 


Corpus Luteum, 
NECTIVE Tissug OBLLS, 


Operation, -May 18, 1914, by Drs. Fallon and 
William F. Lynch. 

On opening the abdomen a quantity of blood 
Was seen in the pelvis and a tubal pregnancy 
looked for, but both tubes and both fimbriated 
extremities were normal. On the surface of the 
right ovary was a small bleeding cyst filled with 
blood clot. There was a constant dripping of 
blood from this cyst. This cyst, with the sur- 
rounding ovarian tissue, was excised and sent 
to Dr. Karsner of the pathological department 
of the Harvard Medical School. (The abdom- 
inal pains, by reason of which the patient was 
Sent to the hospital, could have been due to 
either a pathological appendix or to gall-stones, 


HOWING 4T ONE SIDE THE INGROWING CoN- 


Low POWER MAGNIFICATION OF A FIELD SHOWING AT ONE SIDE THE 
CHORIONIC VILLI AND aT THE OPPOSITE SIDE THE TISSUE OF THB- 
Corpus LuTeuM. Most OF THE TISSUE Is LUTEAN, THE BLoop 
CLOT ONLY APPEARING BETWEEN THE VILLI AND THE MARGIN OF 
THE PHOTOGRAPH, 


or to both, but at the time of operation, a lower 
abdominal median incision was made in the be- 
lief that the lesion was extra-uterine pregnancy. 
(The patient at this time refused operation for 
gall-stones, but four years later we operated for 
gall-stones. and took occasion to examine the re- 
sected ovary. Here was a small nob on the sur- 
face showing the site of the previous resection. ) 


Dr. Karsner kindly sent us photographs show- 
ing chorionic material surrounded on all sides 
by lutean tissue. Here follows Dr. Karsner’s 
description of the specimen: 

Histologically, specimen is found to be a 
corpus luteum with only a small rim of ovarian 
tissue on one side. It measures 20x5 mm. The 
outer margin of the corpus luteum shows a slight 
ingrowth of connective tissue. Centrally, there 
are large masses of blood clot, showing fibrin, 
erythrocytes and leukocytes. Embedded in the 
clot and in several places practically in apposi- 
tion to lutean cells are numerous sections of 
chorionic villi, showing the usual central ar- 
rangement of connective tissue cells with inter- 
vening paramucin surrounded by a single or 
multiple layer of-small cuboidal cells. In con- 
nection with the cuboidal cells are frequent large 
multinucleated suncitial masses. 

A comprehensive study of the specimen 
shows this chorionic material to be surrounded 
on all sides by the lutean tissue. The diagnosis 
is therefore pregnancy in corpus lutewm. 

(‘Signed ) Howarp T. KARSNER. 
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DISCUSSION OF DR. COTTON’S PAPER. 


Dr. SELpom B. OvEerLocK, Pomfret, Conn.: I 
was glad to hear Dr. Cotton speak of the work 
of the smaller hospitals, and in the smaller hos- 
pitals the whole secret of the thing, as far as I 
know, is that the surgeon has taken care of the 
case himself as he takes care of the private 
patient. The great difficulty in our State, when 
the act came in eight or ten years ago, was the 
fact that the patient wanted his own physician 
to take care of him. Later, in many instances, 
these patients who had been taken care of at 
home presented themselves at a hospital with 
septic wounds or some mal-function due, for 
example, to an unrecognized severed tendon 
or badly adjusted fracture. This is in great 
measure being overcome by the experience of 
the injured person himself. He has learned 
that he receives better care and secures better 
results by entering a hospital immediately after 
he has received his injury. He makes this fact 
known to his fellow employees and this results 
in more and more of them entering hospital as 
soon as injured. 


Dr. Ernest A. WELIS, Hartford: I would 
like to ask Dr. Cotton what impelling force he 
expects to find to separate the patient from his 
physician and get him into such an institution 
as he describes. We know that the institution 
will frequently take better care of the man 
than his private doctor. But in many instances 
the very fact of defective treatment and a slow 
or poor result has become a source of increased 
revenue to the doctor. 


Dr. F. J. Corron, Boston (closing): In re- 
gard to Dr. Wells’ question, I think that in 
the long run, the force is the intelligence of the 
man who is being treated. The fact that the 
patient is free to go ahead with his own doctor 
is not a great handicap since the war. The 
patient is perfectly ready to change his treat- 
ment at the suggestion of an insurance com- 
pany who want to send him somewhere, if he 
is eonvineed that the treatment he is going 
to get is real and that it gives him some pros- 
pect of better results, and that he is being 
fairly treated. The patient in a great many in- 
stances feels that the insurance company isn’t 
treating him fairly. So we are coming forward 
with this proposition not to make it a partisan 
problem. The injured man thinks that the in- 
surance company does not care about him, and 
if he can be assured that he is going to be taken 
eare of, that the insurance company is trying 
to do something for him, then I think there will 
be no trouble. The one catch that remains is in 
digging out these cases, and that is the proposi- 
tion I had in mind for a routine review. If 
these cases are reviewed and the matter is re- 
ported to an accident board, then it is reason- 
able that the cases are going to be straightened 
out. The trouble is that these cases go along 
for months and months, and the only way now 


in our State is for an intelligent insurance man 
to keep track of these cases and turn them 
over to private men for private work, and they 
will get the case over if they know that it 
isn’t being properly handled. In the mean- 
time I think it is up to the insurers, the ‘‘car- 
riers’’ to adjust that. I think that the diffi- 
culty is more apparent than real if you have 
something to offer. oc. 


DISCUSSION OF DR, SMITH’S PAPER. 


Dr. D. F. Jones, Boston: We have all been 
in the habit of considering all lesions of the 
pancreas under one variety, that is, acute hem- 
orrhagie pancreatitis, an acute abdominal con- 
dition in which we find bloody fluid, fat 
necrosis and varying amounts of blood 
about the pancreas. The patient is oper- 
ated upon and the outcome is fatal in a large 
percentage, 50% to 75% of the cases. That 
there are all grades of acute pancreatitis, from 
small areas of congestion or oedema, to apo- 
plexy or gangrene of the pancreas, and of 
chronic pancreatitis from simple thickening of 
a large or small part, to abscess formation, is 
rarely thought of. 

The prognosis in the acute cases would seem 
to be almost determined by the amount of blood 
about the pancreas. Many of the milder eases 
recover with operation, and I am convinced 
that many cases are not operated upon at all. 

The chronic cases, including the abscesses, re- 
cover in a large proportion of cases. The acute 
eases should be operated upon and the area 
about the pancreas drained early, because this 
is the only possible hope for many of them. 

Dr. Sweet reported several cases of abscess 
of the pancreas, and there are more of them, I 
believe, than is generally su The prog- 
nosis in these cases is excellent. It will be seen, 
therefore, that the prognosis in pancreatitis 
should not be considered under one head. 

In regard to the amount of the gland that 
is necessary to life, I have one interesting case 
which was operated upon at the Massachusetts 
General Hospital some five years ago. He had 
acute hemorrhagic pancreatitis, his lesser peri- 
toneal cavity was opened, the gland itself was 
opened by separating the lobules of the gland 
with the finger. The man made a fairly good 
recovery with sloughing off of what appeared 
to be the whole body of the pancreas. Of 
course, it was not, but it was a large piece of 


what appears to be a pancreatic fistula which 
has been discharging about four ounces a day 
ever since, and in spite of this he is in perfect 
health and his digestion good. He has no symp- 
toms of diabetes at the present time. It is 
evident from this case that the margin of safety 
must be very large. | 
These cases are very interesting and diag- 
nosis is difficult. I know that up to within a 
few years I had never seen a case where a cor- 
rect diagnosis had been made. The usual diag- 


the pancreas. He has had, since that time, 


ch 


= 
| 
se 
vi 
ste 
a 
ab 
OV 
fri 
cas 
th, 
the 
sh 
Cas 
| de 
to 
ar 
de 
| Cas 
mo 
fus 
bu 
any 
cas 
| nov 


Von. CLXXXIV, No. 6] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


147 


nosis has been intestinal obstruction in the 
great majority of cases I have seen. With sur- 
geons who take the trouble to go at it very 
carefully and thoroughly nowadays, I think the 
diagnosis can be made much more frequently. 
I also believe that many cases diagnosticated as 
attacks of gall stones are really attacks of pan- 
creatitis. 


Dr. R. B. GREENOUGH, Boston: I can bear 
out what Dr. Jones has said in regard to cases 
of pancreatitis of the milder type, which may 
cause alarming symptoms but some of which, 
at least, recover without operation. I believe, 
myself, that mild degrees of acute pancreatitis 
are not uncommon. I have in mind a patient 
on whom I operated some years ago for symp- 
toms of acute intestinal obstruction and disten- 
tion of the upper half of the abdomen. There 
was, I found, no mechanical obstruction, but 
there was some bloody fluid in the peritoneum, 
and a few spots of fat necrosis which directed 
attention to the pancreas. The pancreas was 
slightly enlarged, but I found no area which 
I thought it legitimate to open into and drain. 
I closed the abdomen, and the patient made a 
satisfactory recovery. This case would un- 
doubtedly have recovered without operation. 
As a matter of fact, however, the diagnosis be- 
ing so uncertain, I believe symptoms such as 
the above demand an exploratory operation, 
and under similar circumstances, I would op- 
erate again. 


Dr. LyMAN ALLEN, Burlington, Vt.: I think 
Dr. Greenough was pretty lucky with that case. 
I want to report one I saw a year ago in which 
the symptoms were those of a ruptured gastric 
or duodenal ulcer. The case, a woman of 45, 
was operated upon twelve hours after the on- 
set of symptoms. There was no history of pre- 
vious digestive trouble. There were no gall- 
Stones, no inflammation of the gall-bladder, 
and no gastric ulcer; the head of the pancreas 
was of a dark chocolate color; there was no 
abscess; small spots of fat necrosis were all 
over the belly and omentum, and there was 
free, cloudy fluid in the abdomen. In that 
case I drained from the region of the head of 
the pancreas, and then in spite of the fact that 
the gall-bladder appeared healthy, I drained 
the gall-bladder, thinking that in that wav I 
Should be draining the pancreatic duct. That 
case made a recovery, operated upon after a 
delay of twelve hours. Those acute cases ought 
to be operated upon early, for the symptoms 
are those of an acute abdominal lesion, which 
demands immediate surgical intervention. This 
case was also interesting because within three 
months she developed a stricture of the esopha- 
gus which I thought at first was entirely reflex, 
but which apparently is not. She has refused 
any operation, but for a time allowed the oc- 
casional passage of a bougie, which she refuses 
now. I have not seen her for six months. She 


not prepared a paper. 


is well and is doing her own work. As long as 
she restricts her diet to semi-solids and liquids, 
she gets along well. 

Dr. ALFreD M. Row.ey, Hartford: Dr. 
Sweet spoke about one diagnostic point—pallor 
of the patient. These patients are in a state of 
shock and have an upper abdominal lesion, and 
I think we can go one step further and say 
that there is not only pallor but there may be 
cyanosis and dyspnoea. This is seldom pres- 
ent in other upper abdominal lesions. 


Dr. Robert B. Greenough, Boston, presented 
a paper on ‘‘Radium and X-ray in Treatment. 
of Cancer.’’ 7 


Dr. ArtTHuR JONES, Providence: I have 
Being on the program 
with Drs. Greenough and Simmons, I know 
that you will get the real information from a 
scientific standpoint which you want, from 
them. Still I felt that possibly a few remarks: 
from me from the viewpoint of the average 
man who is seeing these cases each day or each 
week, might be of some value. I think we all 
see a certain number of cases that are inopera- 
ble, we feel, from a surgical standpoint; and 
those are the cases which we are inclined to 
turn over to radiation, either x-ray or radium 
treatment. Personally, I have felt that a case 
which was surgically operable I did not feel like 
turning over to radium treatment. Now these 
men who are capable of forming their opinions,. 
I wish would set us right on that point. Are 
there certain lesions which it would be better 
to treat primarily by radiation rather than to 
attempt surgery primarily, or shall we treat 
these cases surgically and follow that treat- 
ment up with our radiation? I have not felt 
quite sure on those points. In the cases I have 
had,—most of them, as I say, inoperable—the 
results have not been very satisfactory. I have 
itabulated just a few cases, of which I want to 
give you the data brieflv, which I think are 
typical of the work we get. Those cases are 
treated either here in town by our competent 
radiographer, Dr. Gerber, or we send them to 
Boston, to the Huntington Memorial. Some 
eases have been very satisfactory, but the ma- 
jority of them have been unsatisfactory. Dr. 
Greenough and Dr. Simmons will probably tell 
us why—whether those cases have gone too 
long or whether that is the present status of 
the treatment and whether we cannot hope for 
anything more than we are getting at present. 

I want to note these cases: The first case 
that came to me had a hysterectomy eleven 
years ago by Dr. Cushing in Boston. She had 
a malignant condition in the vaginal vault fol- 
lowing the operation, and radium was applied 
the 15th of June of this year, and that patient 
is improving. 

The second case, malignant tumor of the 
cheek and lower jaw, was operated upon 
and had a recurrence; radium was 4ap- 
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plied in May of this year. The patient died in 
September. No apparent improvement from 
radium treatment. 

The third case, a woman, 41 years old, with 
recurring cancer of the breast: radium treat- 
ment in March. The patient died in August. 

Next case, woman, 60 years old, with recur- 
ring cancer of the breast following operation. 
Radium applied in March; her condition as 
present is improving. 

The next case is rather interesting and one 
of the few cases I have had which have given 
a satisfactory result. This woman was 41 years 
old, a widow, sent to me with enormous great 
cancer of the cervix—one of those great’ big 
ones you can sweep your hand around, sus- 
pended in the vagina, and with a pelvis full 
of cancerous disease. I refused operation on 
her and said her only hope was radium treat- 
ment. Dr. Gerber treated her with radium, 
and her condition cleared up marvelously. It 
was one of those cases that worked like magic. 
Her vaginal vault is free from any cancerous 
disease, the uterus feels really larger than nor- 
mal; it is fairly movable, and the condition 
is so good that I wondered whether we could 
do a hysterectomy on her now. On receiving 
advice not to, we have left that woman as she 
is, and recently without our knowledge or con- 
sent she has married again. But her case has 
been satisfactory from the standpoint of clear- 
ing-up symptoms. I feel that she is going to 
have a recurrence and eventually die of cancer; 
but the point is, should we in a case of that 
sort operate after our radiation, and will Dr. 
Greenough and Dr. Simmons tell us when we 
shall operate? Some of the men may operate 
shortly, within two or three days after the ap- 
plication of your radium; if you do not, then 
the operation will be exceedingly hard, and is 
it going to be as successful as early operation ? 

Another case: recurring cancer following 
panhysterectomy. Radium was applied in Oc- 
tober, 1919, one year ago; her present condi- 
tion is unsatisfactory and she has a very large 
mass in the pelvis pressing on the rectum and 
on the bladder, and her condition is getting at 
present, rather miserable and life is almost un- 
bearable for her. She is still living and was 
in my office the other day. 

The next case, 50 years of age, inoperable 
cancer in which we used the Percy cautery, 
recurrence following, radium was used in Feb- 
ruary of this year. Apparently no result. She 
died in June. 

Next case, a woman, 71 years old, with a 
growth on the forehead, epithelioma, rather ex- 
tensive, that was removed and recurred. She 
had radiation, and it looked as though we were 
going to get no result—that it was going to 
continue to recur. The recent report from her 
is that it is improving; it is clearing up and 
it looks rather satisfactory. Evidently the 
fright we got was from the effect of the radia- 


Summer. 


tion rather than from the effect of the growth. 
The following case (that was a recurring can- 
cer of the breast in a woman of 45 years, by 


the way), in a small area which resisted heal- | 


ing and was very persistent. Radium was ap- 
plied in June and her condition has entirely 
healed. 

The last case, aged 63 years, cancer of the 
uterus, which was treated by Dr. Pfahler of 
Philadelphia, came under my observation this 
Her history shows that it was one of 
those extensive inoperable cases. Dr. Pfahler 
gave her radium and she came to me with a 
rather satisfactory condition. The vaginal 
vault was clean but showing an area which 
seemed to show that the effect of the radiation 
had not subsided. There was a mass in the 
pelvis, and I advised further radiation, which 
was done by Dr. Gerber. She has not re- 
sponded to the second radiation and her condi- 
tion at present is rather bad. 

There are those ten cases which, it seems to 
me, illustrate fairly well the experience which 
the. average man is having with these cases. 
And I feel it is up to these men who are doing 
this thing scientifically to give us the best they 
can for practical use and all the points they 
ean, and that they should tell us which ease, 
from their experience, will respond and which 
ease will not respond. I think it will be of de- 
cided advantage to us if they will give us the 
practical points which a great many of us need 
in these cases. 


Dr. ARTHUR L. CHuTE, Boston: I have been 
interested in the last few years in the use of 
radium and its emanations on cancers of the 
bladder and prostate. The actual work has, for 
the most part, been done by my associate, Dr. 
G. G. Smith. I have an impression that the 
patients derive a considerable benefit from its 
use, but I think I ean only say that it is an im- 
pression rather than a definite conviction, be- 
cause it is so tremendously hard to standard- 
ize the malignancy of these tumors and to know 
what would have happened if one had not used 
radium. For instance, I met on a train about 
four months ago a patient upon whom we used 
radium emanations two and one-half years be- 
fore; this patient had a most unpromising 
cancer of the bladder which was removed sur- 
gically and upon which radium emanations 
were used twice; the patient was apparently 
perfectly well when I saw him. On the other 
hand, we treated recently another similar ease 
into which we put 25 milligrams of radium and 
left it for twenty-four hours, and yet recur- 
rence took place almost immediately. 

Last winter T had a report from a patient 
from whose bladder I removed a malignant 
mass as large as a silver dollar eight years ago. 
This mass involved the region of one ureter 
and after excising it I had to reimplant the 
ureter; the patient was well eight vears after 
operation. 
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Again I have heard, within a few days, of a 
patient from whom I removed, eight years ago, 
a prostate that was both clinically and micro- 
scopically carcinoma. This man remains well. 
Cases like the above make it desperately diffi- 
cult to measure accurately the value of the use 
of radium in malignant disease. I have a dis- 
tinct impression, however, that it is helpful in 
these cases. 


Dr. R. B. GREENOUGH, Boston: We have now 
had radium sufficient to try it out in the treat- 
ment of malignant disease for about eight years, 
and althougis the material upon which it could 
be tried was frankly the most unfavorable ma- 
terial—inoperable cases and cases recurrent 
after operation-—we have learned certain things 
about it, and we have come to appreciate that 
radium has added wonderfully to our resources 
in the treatment of malignant disease. There 
are some questions, however, which still remain 
unanswered, and among these I would put, first, 
the question of the advisability of substituting 
treatment with radium in place of operative 
treatment in some eases of cancer of certain or- 
vans. .The first operations done for cancer of 
the lip were restricted to the V excision. As 
a result of these operations, only those cases of 
cancer of the lip were cured which were oper- 
ated upon so early that metastatic involvement 
of the regional lymphaties had not yet taken 
place. For this reason the radical operation 
was extended by the addition of the neck dis- 
section on one or both sides. With the more 
extensive operation a greater number of suc- 
cessful eases was obtained, and microscopic ex- 
amination of the removed lymphatics showed, 
repeatedly, that early cancerous involvement of 
the regional lymph nodes was no bar to a radi- 
cal eure of the disease. 

In general, radical operations for the cure 
of caneer are based upon these facts, and in 
many other situations the radical or ‘‘com- 
plete’? operation is performed, and patients are 
cured of cancer even when it has extended be- 
yond its point of origin. For this reason the 
treatment of eancer of the lip by radium must 
be regarded as a step backward to the time of 
the early and incomplete operations for the 
cure of this disease. In fact, the radium treat- 
ment of operable cases of cancer of the lip is 
not eountenanced in the best clinics. 

When we come to cancer of the cervix, con- 
ditions are not quite the same. The Wertheim 
operation is intended to accomplish in cancer of 
the uterus what the ‘‘complete’’ operation does 
in eaneer of the lip or eaneer of the breast. 
There is little evidence, however, that cases of 
cancer of the cervix which have extended be- 
yond the point of origin are eured by the 
Wertheim operation. The operation is one of 
great technical difficulty, attended by a consid- 
erable mortality, and with frequent and annoy- 
ing complications. Under these circumstances 


we must consider whether the destruction of 
the local lesion by radium, without mortality 
and without complications, does not offer ad- 
vantages over the radical operation. By its 
use in inoperable cases we find that destruction 
of the local disease with radium can often be 
accomplished. The technique now employed is 
practically a minor operative procedure. The 
patient is given a brief anesthesia, the cervical 
canal is dilated and examined, a specimen is 
taken for microscopic examination, and tubes 
of emanation are introduced both in the cervi- 
eal and uterine canal, and into the tissues of 
the cervix as well. ' 

It is my belief that the time has now come 
when it is justifiable to treat a series of early 
and operable cases by radium alone. Until 
this is done, we shall have no positive facts up- 
on which to go in drawing our conclusions. 


DISCUSSION OF DR. BARNEY’S PAPER. 


Dr. ArTHuR L. CHurTs, Boston: There are 
two or three things in Dr. Barney’s paper about 
which I would like to speak. In the main I 
agree.with him: in some particulars, however, 
I differ. I am glad to find somebody else who 
does a perineal operation at times rather than 
confine himself to the suprapubic removal of 
the prostate. Although I do the perineal op- 
eration less often than the suprapubie, I believe 
there are a certain number of cases in which 
it is the only satisfactory way to attack the 
prostate and that it should be used more often 
than it is. 


_As regards spinal anesthesia, I agree with 
r. Barney entirely. I think its use is one of 
the greatest advances we have made in urinary 
surgery. Its use saves damaged kidneys from 
the injury ether would inflict on them and al- 
lows one to do cases one could not do safely 
if one were limited to ether as an anesthetic. I 
have used spinal anesthesia in many cases, well 
over a hundred times, and have had no deaths. 
I see patients get pallid and occasionally I am 
greatly concerned about them, but they all get 
well, and I deplore what I believe to be the 
great exaggeration of the dangers of spinal an- 
esthesia, especially when these reports are based 
on a small experience with it. I do not contend 
that spinal anesthesia is without its danger; but 
I do believe that it has a very definite field, 
and I think it is distinctly indicated when there 
has been renal back pressure; and, too, that it 
may be used to great advantage in many pelvic 
conditions as well as in a certain number of 
conditions in the lower abdomen. i 


I cannot agree with Dr. Barney in the type 
of perineal incision that he employs in perineal 
prostatectomy, if he employs, as. I understand 
it, the regular perineai section incision. This 
seems to me far less desirable than the cross 


incision. With this lattter one makes a care- 
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ful dissection of the perineum and opens the 
urethra behind the point where his incision 
may involve the fibers of the cut-off muscle— 
this, I believe, lessens the liability of post-oper- 
ative incontinence, a condition that is not 
unknown with the straight incision. 

Dr. Barney says that a certain number of in- 
stances of malignant prostate are not definitely 
recognized before operation: with this I quite 
agree. An advantage of the cross incision and 
dissection of the perineum is that in cases of 
this sort one is much more favorably placed to 
dissect out the malignant prostate than one is 
with the longitudinal incision, in which the 
enucleation must be done in the depth of the 
wound rather than under the eye. 


Dr. J. DELLINGER BARNEY, Boston, (closing) : 
I have practically nothing to add except that I 
think the straight incision unquestionably has 
an advantage, but I do not agree with Dr. 
Chute that it gives any less room for the re- 
moval of a prostate. The incision is made 
longer than usual and one can retract the edges 
of it and see and work perfectly well. I also 
do not see how the cut-off muscle can be influ- 
enced by the incision because whether V-shaped 
or perpendicular, the incision does not involve 
anything but the superficial tissues. and does 
not touch the cut-off muscle in any way. It is 
practically the incision of an external ure- 
throtomy for stricture, and the prostatic urethra 
and the posterior aspect of the prostate are de- 
veloped by the finger by blunt dissection. So 
I do not think there are any cases where 
trouble is encountered with this incision. I have 
not looked it up with reference to the cross in- 
cision, but I am willing to be shown. 


Original Article. 


A NOTE ON GLIOMATA WITH REPORT 
OF A CASE. 


By Henry Viets, M.D., Boston. 


{From the Departments of Neurology and Neuro- 
pathology, Harvard Medical School; and the Depart- 
ments of Neurology and Surgery, Massachusetts Gen- 
eral Hospital.] 

A GuLioma of the right temporal lobe of the 
brain with extension into the sub-arachnoid 
space to the conus terminalis of the spinal cord 
is reported. The occurrence of symptoms re- 
ferable to both the brain and the spinal cord 
and the method of extension of this tumor 
along a serous surface are of interest from both 
the clinical and pathological viewpoints. Both 
of these factors are sufficiently rare to make 


the case worthy of a record in the literature of 
brain tumors. 

History and Operation. Mr. M., aged 50, 
entered the Massachusetts General Hospital in 
October, 1915, with the subjective symptoms of 
headache, pain in the back and consequent in- 
ability to work. His family history was not 
important. In his past history it was noted 
that cramps in his legs had bothered him for 
years, and that a few dizzy spells with momen- 
tary loss of consciousness were symptoms of the 
last three years. 

His present illness began insidiously about 
four months before entrance to the hospital 
with an increase of the dizzy spells associated 
with blurring of vision; four weeks later head- 
ache began which gradually grew increasingly 
severe and for two weeks was associated with 
vomiting. He had also noticed pain in the 
small of his back up to his neck, around both 
sides of the abdomen and the thorax and down 
to his knees, with a sensation of walking on air. 

On physical examination the day of entrance 
the important neurological points found were 
the following: right pupil larger than the left, 
both reacted to light and accommodation, knee 
jerks and ankle jerks both increased but no 
clonus or Babinski sign. There was moderate 
weakness of his legs with some ataxia. Some 
tenderness was noted over the second lumbar 
vertebra. When examined three days later 
there was a marked Babinski sign of the right 
great toe, and the fundi showed mild optic neu- 
ritis with an old hemorrhage in the left retina. 
Five days later the patient became irrational 
and lost control of his sphincters. Three days 
after this no knee or ankle jerks were obtained, 
nor was there a Babinski sign. Two weeks later 
he developed signs of a right hemiplegia and 
nystagmus of both eyes. He was slightly irra- 
tional and complained of tasting gas and smell- 
ing tar. Temperature, pulse and respiration 
were normal. His blood Wassermann reaction 
was negative, his white blood count 10,000, 
blood pressure 125 systolic, 100 diastolic. Lum- 
bar puncture gave a clear, greenish yellow 
fluid, pressure 170 mm., 15 mononuclear cells, 
globulin reactions positive and Wassermann 
negative; a partial compression syndrome.” 
Collodial gold reaction negative. X-ray of 
spine at various levels was negative. A week 
later his headache, vomiting and general signs 
of intracranial pressure had greatly increased. 
There was a double choked disk of four diopters. 
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He also developed a left homonymous hemi- 
anopsia.* 

Autopsy: Gross Pathology of Brain and 
Spinal Cord. Weight of the. brain was 1397 
grams. The left parieto-temporal lobe in the 
region of the trephined opening bulged slightly. 
On the right side of the base, beginning in the 
region of the pons and medulla and extending 
forward along the right cerebral peduncle and 
the anterior portion of the inferior surface of 
the right cerebellar hemisphere, and along the 
right temporo-sphenoidal lobe as far as the 
optic chiasm, and crossing over a portion of 
the left cerebral peduncle as far as the left 
temporo-sphenoidal lobe, there was a slightly 
elevated grayish, granular layer which con- 
tinued downward in the pia-arachnoid over the 
medulla and the spinal cord. 

On horizontal cross section of the brain an- 
terior to the optic chiasm, there were no patho- 
logical changes. A section just posterior to the 
optic chiasm (Figure 1) presented an ovoid 


poral lobe lacing part : nucleus 
lentiformnis, optic tract, and amy oid nucleus. 


* This patient, under a pg five weeks, had developed signs 
curing this period of both an jal. lesion and one of the 
s;inal cord. In the last lg of egg five there were marked 
general pressure symptoms, headache, v , choked disk and 
partial coma. Also im: 


The signs of spinal cord disturbance — very dis- 


space at the distal end of the spinal cord. It extreme 
difficult to decide what operation, if any, was advisable. There 
was the choice of attempting to explore the left parietal 


a. signs were so severe that the craniectomy was 
decided upon. Six weeks after the patient had entered the hoe. 
pital a large left parieto-temporal bone flap was turned down, but 
no exploration was attempted at this time. Ten days later a 
second operation over the same area’ failed to reveal any pathol 
in the parietal or temporal lobe. 

e patient never recovered from this second exploration and 
- three months after entering the hospital, subsequent to weeks 
of coma. 


ney | bral peduncle and Ammon’s horn were entirely 


tumor of the right temporal lobe, roughly 
4x5 cm. At this point the tumor extended 
from the mesial aspect of the base of the tem- 
poral lobe transversely along the right wall of 
the third ventricle which was moderately bulged 
to the left as far as the internal capsule. The 
tumor did not enter the third ventricle. Its 
dorsal boundary cut the nucleus lentiformis 
nearly in half in a horizontal direction, most 
of the globus pallidus and the more ventral 
portion of the putamen. These structures were 
replaced by tumor tissue. Laterally the growth 
extended to the claustrum, a part of this be- 
ing involved also. The tumor thus replaced the 
right optic tract, a large portion of the puta- 
men and invaded and replaced the amydaloid 
nucleus. The tumor consisted of a pinkish gray, 
homogeneous tissue which in places showed ex- 
tensive yellowish, homogeneous areas and some 
minute brownish-red areas. Part of the tumor 
in the region formerly occupied by the putamen 
showed evidence of a shallow cavity. 


In a brain section 1 em. posterior to the first 


| Fle, 2. 


Cross section 1 cm. or to Section 1. Note cavity 
formation replacing oo and obliteration of inferior 
horn of lateral ventricle. 


section (Figure 2) the tumor was in approxi- 
mately the same area as Figure 1. In the dorso- 


incters,| lateral aspect of the tumor, however, was a 
1| cavity 2x3 em., the walls of which were irreg- 
iy| ular and lined with dirty grayish soft tissue. 


The cavity contained a small amount of pale, 


‘| cloudy, reddish fluid. The tumor in this sec- 


tion invaded the whole of the nucleus lenti- 
formis and distorted the external capsule and 
the island of Reil to a slight degree. The cere- 


replaced by tumor tissue. The inferior horn 
of the lateral ventricle, which just appeared 


ot, 
was the right hemiplegia, the left homonymous hemianopsia and 
the hallucinations of smell and taste which were ve prominent 
symptoms. 
tressing pai . 
‘veakness of his legs, with vague sensory symptoms and ata 
the coming and going} of deep and superficial reflexes. His 
fluid was also suggestive of some blocking of the subs 
e right temporal region, or to do a laminectomy. he righ 
hemiplegia was definite enough to indicate exploration of th 
left hemisphere although we were unable at that time to explain 
the left homonymous hemianopsia or the cord symptoms. There 
4 
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on the left in this section, was completely ob- 
literated by the tumor on the right side. 


Fic. 3. Cross section 3 cm. posterior to optic chiasm, including 
pontine part of medulla. Note tumor partly filling inferior 
horn of ventricle, extension of tumor Vv surface of pons, 
compression of pons. No invasion of pons. 


The next section (Figure 3) was taken 3 em. 
posterior to the optic chiasm and included the 
pontine part of the medulla. The tumor was 
seen filling the inferior horn of the lateral ven- 
tricle on the right and largely filling the body 
of the ventricle. There was no evidence of ex- 
tension anteriorly along the walls of the ven- 
tricle, the surfaces of which were not granular 
or sandy in appearance. The ventricle was not 
dilated. At this level of the brain the tumor 
was seen extending out from the temporal lobe 
towards the mid-line in a ventral position, over 
the pulvinar, to the right lateral surface of the 
pons. As the tumor appeared on the ventral 
surface of the pons it distorted the normal con- 
tour of this structure to a marked extent and 
thus compressed the transverse fibres and pyra- 
midal fasciculi of the pons, especially on the 
right, where the tumor was about 114 em. in 
thickness. The new tissue passed below the 
pons to the opposite side and ascended dorsally 
the lateral border of this side as far as the 
junction of the pons and cerebellum. After the 
tumor left the temporal lobe it was entirely 
confined to the pia-arachnoid space. Thus, in 
stripping off the pia from the ventral surface 
of the pons, the tumor was removed with it, 
leaving the surface smooth and clean without 
the slightest evidence of invasion of its struc- 
ture. This was true of all the tumor tissue 
found on the base of the brain outside of the 
temporal lobe, except the part of the tumor at 
the junction of the temporal lobe, cerebellum 
and pons where there had been slight invasion. 
of the cerebellum. 


The tumor thus extended in the temporal 
lobe from a point at about the level of a cross 
section through the middle of the pons (tip of 
inferior horn of ‘lateral ventricle) to an an- 
terior boundary at about the level of a cross 
section through the optic chiasm. It was con- 
tinuous with the grayish, slightly elevated 
granular layer previously described as present 
on the surface at the base of the brain. 

The spinal cord throughout its length 
showed evidence of tumor tissue in the pia- 
arachnoid membrane in three or four places in 
the cervical and upper thoracic region and in 
two or three in the lumbar region. The new 
tissue formed small, ovoid swellings along the 
cord. Sections through the cord at various 
levels revealed the tumor in the pia-arachnoid 
membrane of all levels. There was apparently 
no penetration of the cord itself at any point; 
the pia could be elevated with the tumér, leav- 
ing a smooth, clean surface of the cord below. 
At the level of the pyramidal decussation the 
tumor was scanty, situated mostly on the dor- 
sal surface and to the left of the mid-line. Just 
a centimeter below this point the tumor formed 
a 0.3 centimeter swelling on the right dorsal 
surface. Throughout the lower thoracic and 
upper lumbar region the tumor was abundant 
on all surfaces of the cord. In the upper lum- 
bar region especially, the tumor completely sur- 
rounded the cord increasing its diameter to 


Fic. 4. Upper lumbar cord. Note tumor completely surrounding 
cord; no invasion. 


nearly double (Figure 4). In the lower lum- 
bar region the tumor was somewhat smaller and 
occupied again largely the dorsal surface of the 
cord. Extension in the sub-arachnoid space was 
noted to the tip of the conus terminalis. There 
did not appear to be any growth outward along 
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the nerve roots. There was no evidence at any 
point along the spinal cord of penetration by 
tumor of either the arachnoid membrane or the 
pia.* 

Microscopic Pathology. A section of the 
temporal cortex extending into the area of the 
tumor and through the cavity of the tumor was 
studied microseopically. The section was about 
the level of Figure 2. The following points were 
noted. There was a slight pial gliosis of the 
cortex, especially well marked at the base of 
sulci. The cell layers were well marked and the 
cells appeared normal. The blood vessels 
showed no changes. Beneath the cortex the 
white matter appeared normal but there was a 
well marked layer of sub-ependymal gliosis 
along the free edge of the ventricle. In many 
places the ependyma was increased to four or 
five layers especially near the junction of the 
lining and the tumor growth. As one ap- 
proached this junction the ependymal cells 
stained less deeply. One could not be sure that 
the tumor grew from this ependymal layer but 
the sections are very suggestive of this. Cer- 
tainly the change from the ependymal cells to 
tumor cells was not an abrupt one and the tu- 
mor cells near the junction had all the appear- 
ance of ependymal cells except that they were 
more irregular in size and shape. Dorsal to 
the tumor mass the division between the tumor 
and the white matter was not well marked. 
There was a more or less gradual transition 
from the normal neuroglia of the white mat- 
ter to the glia cells of the tumor. Between the 
two there was an extensive area of gliosis of a 
slightly different character from the glia pro- 
liferation seen in the tumor. The cells took a 
deeper stain, as did the fibrils. This gliosis was 
especially well marked around the blood ves- 
sels which proliferated somewhat in advance of 
the tumor growth. It would seem as if there 
was a cellular glia reaction just ahead of the 
tumor which the tumor as it grew would infil- 
trate and replace. 

The different parts of the tumor tissue itself 
showed. marked variations. Four fairly well 
marked areas could be distinguished: (1) an 
area of loose glia reticulum; (2) an area of 
necrosis; (3) an area of closely packed glia 
cells, and (4) an area of small, prominent blood 
vessels. 

The area of loosely packed cells showed a 


* Part of the description of the 
usetts 


gross specimen is from the 
autopsy record of the Massach General Hospital, for which 


I am indebted to Dr. J. Homer Wright. 


large amount of intracellular substance. The 
cells had a tendency to form in lines of whorls 
giving the whole picture a wavy appearance. 
Many nuclei were oval or round with well 
marked nucleoli and nuclear granules; the 
cytoplasm of these cells was faintly stained. 
Other nuclei were almost rod-shaped with heav- 
ily staining granules; in these the cytoplasm 
was more marked. Still other nuclei were ir- 
regular in shape and stained more lightly. Mi- 
totic figures were occasionally seen but no mul- 
tinuclear cells. Neuroglia fibrils were moder- 
ately abundant, running in all directions with- 
out obvious connections with the cells. Capil- 
laries in this area showed a single layer of nor- 
mal endothelial cells. 


The second type of field, the areas of necrosis 
with only a few cells and a mass of detritus, 
was found scattered throughout the tumor. 


Near these areas small arteries were seen com- 


pletely filled with blood elot. Thrombosis of 
the blood vessels was very common. These fibrin 
clots stained deep blue with Mallory’s nuclear 
stain. Many of the smaller vessels were com- 
pletely obliterated, others partly so. No tumor 
cells were seen in the blood vessels. 


The third area of closely packed cells showed 
very little intracellular substance. Almost no 
fibrils were seen in these areas and the few that 
were made out were packed closely together be- 
tween cells in marked contrast to the loose ar- © 
rangement of the first area. The cells had large 
oval nuclei which stained deeply. A few capil- 
laries were present. Small cystic spaces about 
the size of capillaries were common. The cells 
showed marked annular arrangement. This 
type of tissue was found nearest to normal 
white matter but did not appear to grow into 
it. . 

The fourth area of prominent blood vessels 
was nearly one-half filled with fine blood chan- 
nels lined with a single layer of endothelial cells. 
These seemed to run in all directions and could 
be seen between the cells in almost every part 
of the field. They were so numerous that the 
section suggested an angioma. Where such an 
area was slightly necrotic all these vessels were 
filled with masses of fibrin. 

Another section through the tumor at the 
level of its leaving the temporal lobe and pre- 
senting itself on the ventral surface of the pons 
was observed. The tumor here presented the 
picture described above as the third area of 


\ 
| 


154 BOSTON MEDICAL AND SURGICAL JOURNAL 


[ FEBRUARY 10, 1921 


closely packed glia cells with few fibrils and 
no areas of necrosis. The blood vessels were 
few in number and showed. no thrombosis. The 
cells at this point showed a marked tendency 
to annulate. The nuclei were small, deeply 
staining, and mostly round. The tumor was 
completely confined to the subarachnoid space 
and there was no evidence of penetration into 
the pons. The pons showed no reaction in any 
way to the tumor although it was markedly 
compressed by it in many places. Where this 
compression had taken place, the pontine fibers 
seemed only more closely packed together and 
the tumor was seen passing along the edge of 
the pons and up along its lateral border to enter 
the cerebellum. 


Another section at the base of the cerebel- 
lum, at the junction of the pons, cerebellum 
and temporal lobe was studied. The tumor tis- 
sue appeared in the meshes of the pia over the 
cerebellar convolutions and at one or two 
places invasion seemed to have taken place. At 
these points the cerebellum was replaced by the 
tumor. Adjacent to these replaced areas the 
cerebellum showed a reaction to the foreign 
body. The granular layer was largely replaced 
by glia tissue. Purkinje cells had largely dis- 
appeared and the tumor cells were found here 
and there in the granular layer. In places the 
tumor had definitely taken on the architectural 
form of the cerebellum. The cells had a marked 
tendency to form themselves into lines, in places 
resembling the three or four cell layer of 
ependymal cells seen on the wall of the lateral 
ventricle. The tumor cells had oval nuclei, 
sharply defined granules with well marked nu- 
eleoli and little or no visible cystoplasm. There 
were many wavy fibrils. These cells had the 
same appearance as the tumor cells found in 
the temporal lobe. 

A section through the cervical spinal cord 
showed the tumor largely on the dorsal surface 
although it could be traced in the sub-arachnoid 
space entirely around the surface of the cord. 
The cord itself was not invaded at any point 
and appeared normal. The nerve roots ap- 
peared normal, although completely surrounded 
by tumor, especially the dorsal roots. The tu- 
mor exhibited the same characteristics micro- 
scopically as seen in the temporal lobe. 

In microscopic sections of the thoracic and 
lumbar cord the tumor was shown confined to 
the pia-arachnoid. There was no invasion of 


the spinal cord at any point. The tumor gave 
the same microscopic appearance as noted 
above. 
DISCUSSION. 
The autopsy was helpful in throwing light on 


our bizarre symptomatology. The general 


pressure symptoms of loss of consciousness, 
dizzy spells, headache, vomiting, blurring of vi- 
sion, optic neuritis and later choked dise were 
all explained by the tumor mass in the cranial 
eavity. The hallucinations of tasting gas and 
smelling tar can be attributed to involvement 
of the right uncinate gyrus by the tumor. The 
left homonymous hemianopsia was the result of 
cutting the optic radiation in the temporal lobe 
or pressure on the right optic tract before the 
ehiasmal crossing. The right hemiplegia was 
more difficult of explanation even after the 
‘pathology was known. Unfortunately this sign 
led us astray and caused a futile exploration of 
the left parieto-temporal region. The hemi- 
anopsia and the uncinate attacks should have 
turned us towards the right temporal lobe, the 
correct site of the lesion. 


The spinal cord symptoms of diffuse root 
pain and sensory changes and ataxia in the 
legs combined with alterations of the reflexes 
of the leg from exaggeration with a Babinski 
sign to loss of reflexes were all explained by 
the growth of the tumor in the sub-arachnoid 
space and its variations of pressure at different 
levels of the cord. 

Pathologieally this case of brain tumor 
showed the characteristics of a malignant 
glioma with a marked tendency to extend along 
surfaces. A remarkable tumor with this same 
tendency has been described by Mallory,? who, 
in 1908, reported a glioma originating in the 
lumbar region of the spinal cord which infil- 
trated and destroyed the lower part of the cord 
and then spread to the pia and along it into 
the arachnoid space forming a thick layer sur- 
rounding the cord throughout its entire length. 
It also extended over the cerebellum and cere- 
brum. Councilman® has reported two cases 
which he describes as follows: ‘‘A glioma orig- 
inating in the pons grew over this in a mass 
which resembled a mass of plaster poured over 
the surface of this and along the entire length 
of the cord.’’ In this latter case, as well as 
in the case reported by Mallory, the cord was 
infiltrated. 
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SUMMARY. 


A brain tumor, glioma, of the right temporal 
lobe is reported which infiltrated and largely 
replaced the tissues of the lobe without deform; 
in the general shape of the brain. A large 
cyst was formed. The tumor extended to the 
base of the brain and bulb where it ran in the 
sub-arachnoid space over a large part of the 
ventral surface of the brain and extended down 
the spinal cord to the conus terminalis without 
invasion of any part of the central nervous sys- 
tem except a small portion of the left cerebel- 
lum. The medulla and cord were greatly com- 
pressed by the tumor mass. The symptoms and 
signs of both a brain and spinal cord tumor are 
recorded with the report of a negative surgical 
exploration. Both macroscopically and micro- 
scopically the tumor showed the characteristics 
of a malignant glioma. The case illustrates in 
a striking manner the tendency of a glioma to 
extend along a serous surface without invasion. 
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Reviews. 


Hygiene: Dental and General. By Cuam 
ELSMERE TuRNER. St. Louis: C. V. Mosby 
Company. 1920. 


A fundamental knowledge of general hygienic 
principles and definite information about the 
interrelationship between abnormal conditions 
of the mouth and other organic and systemic 
defects is requisite to the successful pursuit of 
the dental profession; yet there is perhaps no 
book other than Hygiene: Dental and General 
written for the dental student and practitioner 
which presents the subject of general hygiene 
with special reference to the needs of the den- 
tal profession. In considering the hygiene both 
of the mouth and of the body as a whole, the 
text has been arranged with reference to two 
distinet sets of problems: (1) the proper de- 
velopment and normal functioning of the parts, 
and (2) the problems arising because of the 
presence of infectious organisms. The first five 
chapters of the book deal with the former as- 
pects of dental and personal hygiene: the hy- 
giene of the mouth, the hygiene of nutrition, 
action, reproduction, and the hygiene of the 


central nervous system. In the remainder of 
the book the author has discussed the develop- 
ment of disease prevention and its effect upon 
dental practice, personal hygiene, and the pub- 
lic health, presenting chapters on immunity, 
communicable diseases, public health adminis- 
tration, food control, water supply, waste dis- 
posal, and school and industrial hygiene. 
There have been included also chapters by Wil- 
liam Rice on Dental Hygiene and Oral Prophy- 
laxis. The bearing of all these subjects upon 
the problems encountered in the ordinary prac- 
tice of dentistry is an intimate one. Dr. 
Turner has given a comprehensive survey of 
the whole field of dental and general hygiene, 
considering not only the teeth, but other organs 
of the body as well, and even environmental 
factors outside the body. The book is well il- 
lustrated and represents logical and original 
thought on the subject of dental and general 
hygiene. 


Vaccination in the Tropics. By W. G. Kina, 
C.I.E. London: Tropical Diseases Bureau. 
1920. 


Although the toll of human life made by . 
smallpox in most of the tropical possessions of 
Great Britain is heavy, there is available prac- 
tically no literature in the English language, 
with the exception of this volume, ‘‘ Vaccina- 
tion in the Tropies,’’ which gives authcritative 
information on the institution and maintenance 
of vaccine establishments in the tropics. The 
present volume has been prepared by Colonel 
King at the request of Viscount Milner, Secre- 
tary of State for the Colonies, for distribution 
to the governments of the tropical African de- 
pendencies. It is an excellent treatise on the 
subject, and will be of inestimable value to the 
isolated worker confronted by the problems it 
describes. The book is divided into'two main 
sections,—the first dealing with various factors 
of smallpox incidence and methods of protect- 
ing populations; the second, with animal vaccine. 
Various types of smallpox, their respective mor- 
talities, and epidemic cost are considered, to- 
gether with the respective values of inocula- 
tion, vaccination, and natural smallpox. Valu- 
able information is given in regard to the equip- 
ment needed by vaccinators in tropical coun- 
tries and in regard also to various modes of 
operating, the development of vaccine in the 
human subject, the after-treatment of vaccina- 
tion, and the sequelae of vaccination. Detailed 
consideration is given to the cultivation, re- 
juvenation, and preservation of animal vaccine. 
In an appendix is described Noguchi’s method 
of purification of vaccine. Plates and diagrams 
illustrate the text. This book is a valuable con- 
tribution to an important and inadequately re- 
ported subject. 
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PROFESSIONAL INCOME: HOW THE FED- 
ERAL TAX APPLIES TO THE MAN OF 
THE PROFESSIONS. 


To the professional man the problem of cor- 
rectly making out an income tax return for 
the year 1920 is somewhat more involved thay 
that presented to the salaried man. The wage- 
earner on a fixed salary has an accurate esti- 
mate of the amount of compensation received 
for personal services, while the professional 
man’s income varies from year to year. In the 
professional class may be included the physi- 
cian, dentist, lawyer, architect, veterinarian, 
author and clergyman. Each must figure up 
his net income for the last year. If single, or 
if married and not living with his wife, and his 
net income was $1,000 or more, or if married 
and living with his wife and his net income was 
$2,000 or more, a return must be filed. 


The exemptions are the same as for the year 
1919: $1,000 for single persons and $2,000 for 
married persons living with husband or wife, 


in advance, postage paid 


and heads of families, plus $200 for each per- 


son dependent upon the taxpayer if such per- 


sons are under 18 years of age, or incapable of 
self-support because mentally or physically de- 
fective. The period for filing returns is from 
January 1, to March 15, 1921. 

The professional man must make a return of 
all fees, salaries and other compensation for 
services rendered, together with income from 
all other sources. If he keeps his accounts on 
the ‘‘receipts and disbursement’’ basis—which 
means a record of the amount received and the 
amount paid for expenses—he should file his 
income tax return for the year 1920 on that 
basis. If he keeps books showing income ac- 
ecrued and expenses incurred during the year, 
he must make his return from his books and 
include all income, even though not entered on 
his books. If books are kept on the accrual basis 
the taxpayer must include all income that ac- 
crued, even though not actually received, and 
may deduct items of expense, although not actu- 
ally paid. Both the receipts and disbursement 


is basis and the accrual basis are explained in in- 


structions on the forms for filing individual re- 
turns of income. ; 

This constitutes gross income from which the 
taxpayer is allowed certain deductions in arriv- 
ing at net income upon which the tax is as- 
sessed. Among such deductions are the cost 
of supplies used by him in the practice of his 
profession, expenses paid in the operation and 
repair of an automobile used exchusively in 
making professional calls, dues to professional 
societies and subscriptions to professional jour- 
nals, rent paid for office room, expense of fuel, 
light, water, telephone used in his office, and 
the hire of the office assistants. Amounts ex- 
pended for books, furniture and professional 
instruments and equipment of a permanent 
character are not allowable deductions. In the 
case of a professional man who maintains an 
office, but incidentally receives at his home pa- 
tients, clients, or other callers in connection 
with his professional work, no part of the rent 
of the home is deductible. If, however, he uses 
part of the house for his office, such portion of 
the rent as is properly attributable to such of- 
fice is a deductible item. 

A reasonable allowance is made for deprecia- 
tion, or wear and tear of equipment and in- 
struments used by professional men. When; 


through some new invention or radical change 


in methods or similar circumstances, the useful- 
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ness in his profession of some or all of his in- 
struments or other equipment is suddenly ter- 
minated, so that he discards such asset perma- 
nently from use, he may claim as a loss for that 
vear the difference between the cost (reduced 
by reasonable adjustment for wear and tear it 
has undergone) and its junk or salvage value. 
If the apparatus was owned prior to March 1, 
1913—the date the first income tax law became 
effective—its fair market value at that date 
should be considered instead of its cost in fig- 
uring depreciation and obsolescence. 

Deductions for uncollectable fees form an 
important item in the returns of many profes- 
sional men. To be allowed as a deduction, a 
debt must be worthless and must have been 
charged off within the year in which its worth- 
lessness was discovered. The return must show 
evidence of the manner in which discovery was 
made. For example, statement should be made 
that the debtor has been discharged from bank- 
ruptecy or hag disappeared, leaving no trace, or 
that all ordinary means of collections have been 
exhausted. 

A debt proved to be worthless is not always 
a proper deduction. Unpaid amounts repre- 
senting fees for professional services are not 
allowed as deductions unless included as income 
in the return for the year in which the deduc- 
tion is sought or in a previous year. The fact 
that expected income was not received does not 
reduce the taxable income. If a debt is for- 
given it cannot be deducted, because it is then 
regarded as a gift. A debt may not be charged 
off or deducted in part, but must be wholly 
worthless before any part can be deducted. 

Compensation in any form for professional 
services must be included as income. If a phy- 
sician, lawyer, or other professional man should 
receive from a merchant goods in payment for 
professional services, the fair market value of 
such goods must be included as net income. 

Forms for filing returns are now available at 
offices of collectors of internal revenue and 
branch offices. Collectors will mail to each per- 
son who last year filed a return a copy of the 
return form for 1920. Failure to receive a 
form, however, does not relieve a taxpayer of 
his obligation to file a return and pay the tax 
on time. Taxpayers whose net income for the 
year 1920 was $5,000 or less should use Form 
1040A. Those whose net income was in excess 
of $5,000 should use Form 1040. | 

In addition to the individual forms, partner- 


ships must file a return of income, or even if 
there was no net income, on Form 1065. Part- 
nerships as such are not subject to the income 
tax. Individuals carrying qn business in part- 
nership, however, are taxable upon their dis- 
tributive shares of the net income of such part- 
nerships, whether distributed or not, and are 
required to include such shares in their indi- 
vidual returns. The return must show the 
name and address of each partner and his share 
of net income. 


The tax this year, as last, may be paid in full 
at the time of filing the return—on or before 
March 15, 1921—or in four equal installments, 
due on or before March 15, June 15, September 
15, and December 15. Payment may be made 
by cash, money order or check, which should 
be made payable to ‘‘Collector of Internal 
Revenue.’’ The return must be filed with the 
collector for the district in which the taxpayer 
lives or has his principal place of business. 
Heavy penalties are provided by the revenue 
act for failure to file a return and pay the tax 
within the time prescribed by law. 


MEDICAL NOTES. 


Tae Bowporn Mepicat ScHoou.—The Bow- 
doin Medical School in Maine will cease to be 
a department of Bowdoin College at the end of 
the current year in June, unless it receives fi- 
nancial support. The following announcement, 
by authority of the boards of trustees and over- 
seers, has been made by President Kenneth C. 
M. Mills: 

- By action of the board of trustees and over- 
seers the Bowdoin Medical School will be finally 
closed as a department of Bowdoin College at 
the end of the current year, June, 1921, unless 
by that time some way shall be found to meet 
the requirements necessary to keep the school 
in Class A of American medical colleges. It 
has been conservatively estimated that for this 
purpose there must be an addition to the re- 
sources of the school of $25,000 for immediate 
equipment of laboratories and of at least 
$50,000 yearly income for more teachers and 
for up-keep. Unfortunately at the present time 
the college sees no way of procuring such funds ; 
the need of such an endowment has often been 
placed before the people of Maine, but the ap- 
peals have never received an adequate response. 
The college will not apply for state aid for 
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the school. But if the citizens of Maine and| ‘‘Work has since been done in nearly half 


the friends of medical education who believe 
that the maintenance of a medical school is 
properly a state function, desire to have the 
medical school reéstablished as a state institu- 
tion under state control and adequately sup- 
ported by the state, Bowdoin College will be 
glad to give all assistance possible to that end, 
and would doubtless offer for such a purpose 
for temporary use, if desired, such part of the 
buildings and apparatus of the college as might 
be available. 

The trustees and overseers of the college be- 
lieve that there is a place for a medical school 
in Maine and are hopeful that the people of 
the state, despite the great demands on the in- 
coming legislature, will establish such a school 
as a state institution, around which all the 
medical and public health work- of the state 


‘*CERTIFIED’’ WATER.—Within the last 12 
months the danger to railway travellers of in- 
fection with typhoid fever, dysentery, and other 
water-borne diseases has been reduced to a 
minimum throughout the greater part of the 
country by the codperation of the U. S. Public 
Health Service with the different state boards 
of health in the testing of the water used on 
railway trains for drinking and cooking. With- 
in the next few months, similar protection will 
be afforded to passengers on river and lake 
steamers and ocean steamships sailing from 
American ports. This will tend to end the se- 
vere outbreaks of typhoid fever that from time 
to time have been traced to ships (especially to 
excursion boats) as well as to the probably 
more numerous but far less easily traced ill- 
nesses of railway travellers from similar pollu- 
tion. 

The following statements in regard to this 
work have been made by Surgeon-General Cum- 
ming of the United States Public Health Ser- 
vice: 

‘‘The work was really begun in June of last 
year, when at the convention of state and terri- 
torial health officers, in session at Washington, 
D. C., a plan was decided upon whereby the 
Service was to codperate with the States in re- 
ducing typhoid fever, either by sending them 
sanitary engineers to investigate their water 
supplies or by helping them to organize State 
divisions of sanitary engineering to look after 
the work. 


the states of the Union, in many of which sani- 
tary divisions were lacking. In nearly all of 
these, such bodies have been or are now being 
organized; and in about half of them surveys 
have been made of many or all important water 
supplies, most of which have been found safe 
for use on trains. Periodic inspection is, how- 
ever, of course necessary. 

‘*In carrying out this work the Public Health 
Service has grouped the states east of the Mis- 
sissippi River into four districts and it will 
group those west of the Mississippi into five 
other districts as soon as may be practicable. 
Each district will be provided with a sanitary 
engineer from the Service, who will render aid 
to the state sanitary officers in this group when 
requested. 

‘‘In the Great Lakes Division, the work is a 
little different, for at present it has to do with 
the investigation of the sources and the han- 
dling of water supplies for vessels on the lakes. 
It is believed that the information obtained will 
permit us to frame regulations to govern the 
water supply of all vessels on American lakes 
and rivers sailing from American seaports.’’ 


War Morrauiry Rates.—Fina] figures on 
army casualties in the World War are contained 
in the annual report of Surgeon-General Ireland. 
There were 34,249 men killed and 224,089 
wounded. 

The proportion of killed to wounded is about 
the same as in the Civil War, although mortal- 
ity from gunshot wounds in the World War 
was only 8.26 per cent. as compared with 13.6 
per cent. in the Civil War. The report indi- 
cates that improved surgical and sanitary meth- 
ods in the recent war saved the lives of 5.34 
per cent. of all American soldiers wounded. 

Of every 1000 men sent to France, 110 were 
admitted to the hospital as the result. of battle 
casualties, and nearly seven men out of every 
1000 died as the result of wounds. Infantry 
losses were heaviest, 215.6 out of every 
1000 men being wounded and 12.77 killed. The 
signal corps was next with 52.22 wounded and 
3.13 killed per 1000. 

Deaths from wounds totalled 13,691, or 
slightly more than 6 per cent., while 158,585 
of the wounded, or 70.7 per cent., were returned 
to duty, the remainder being invalided home 
for treatment or discharge. Shell wounds were 


by far the most fatal. 
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Last ForEIGN QUARANTINE STATION FOR THE 
Pusuic HeaurH Service.—With the transfer, 
now imminent, of the New York Quarantine 
Station to the U. S. Public Health Service, the 
Federal Government will come into complete 
possession and administrative control of the 
country’s inner line of defense against disease 
coming from abroad. 

Legislation first adopted in 1893 and subse- 
quently supplemented, provided for the pur- 
chase by the Federal Government of the sea- 
port quarantine stations of such states as might 
be willing to part with them. Most states were 
glad to be relieved of the expense of carrying 
on a work that was essentially one for national 
rather than local protection; but some of them 
hesitated to give up local control, especially in 
the early days when ideas of proper quarantine 
methods differed radically, owing to the lack of 
information now available as to the transmission 
of the great plague diseases. 

However, one by one the stations were taken 
over until only New York was left; and now 
the agreement for its transfer has been reached 
and formal action waits only on the presenta- 
tion by the State of —~. of title to the 
premises. 


Pusuic HEALTH SERVICE TO TRANSFER TUBER- 
CULOSIS PATIENTS TO THE East.—All the hos- 
pitals and contract hospitals of the U. S. Pub- 
lic Health Service in the semi-arid southwest 
are already crowded with tuberculosis patients 
and the influx of others from the Eastern 
States continues so great that the Public Health 
Service has been forced to transfer patients 
from Tucson, Ariz., and other western hospitals 
to sanatoriums near Asheville, N. C., and else- 
where in the East. 

Many ill-advised patients have of late 
thronged to Tucson, unmindful of the fact that 
every hospital bed in that place is filled and 
_ every hotel and boarding house overcrowded. 
More than 500 tuberculosis subjects in Tucson 
are unable to find entrance to a sanatorium. 
Other towns in the Southwest report similar 
conditions. 

Surgeon-General Cumming again renews his 
warning against tuberculosis patients leaving 
Sections where the Government is able and will- 
ing to care for them and going to the South- 
west on their own initiative. 


Pustic Heaura Service InstrruTe.—The 
nature of the attendance at the institute of the 


Public Health Service on venereal disease con- 
trol, recently held in Washington, furnishes 
striking evidence of the fact that modern war- 
fare on disease is not exclusively nor even ~ 
chiefly medical. Prevention, in disease as in 
everything else, is now considered even more 
important than treatment; and prevention is 
very largely a social problem, in solving which 
every class of the community has its part. Thus, 
the institute, which conducted two weeks’ in- 
tensive training for 511 medical men and 
women and social workers, who had come from 
all parts of the continent to familiarize them- 
selves with the recent marvellous advances in 
both the medical and the social aspects of the 
twin diseases, had among its students more than 
a hundred physicians of high standing, 48 di- 
rectors of clinics, 47 nurses, 22 police women, 
15 educators, and about 50 national, state and 
city health officers, editors, travellers’-aid secre- 
taries, athletic directors, Y. M. C. A. secre- 
taries, and representatives of other important 
social agencies. 


UNIVERSITY OF CINCINNATI MEDICAL SCHOOL. 
—A gift of $700,000 has been offered by the 
General Education Board of New York to the 
Medical College of the University of Cincinnati 
on condition that there be raised an additional 
sum of $1,300,000 to complete the $2,000,000 
endowment fund of the college. There has been 
subscribed to this amount $900,000. 

This year marks the one hundredth anni- 
versary of the founding of the Medical College. 
One hundred years ago, the Medical College 
of Ohio received its charter from the state— 
the first medical school established west of the 
Alleghanies and the third oldest in the coun- 
try. Dr. Daniel Drake was the first president 
of the college, which was then called the Medi- 
cal College of Ohio. The first class of twenty- 
four students was graduated in 1821. In 1896 
the college became the medical department of 
the University of Cincinnati, and in 1909 the 
Miami Medical College also became a part of 
the University. The building of the present 
medical college and the city hospital was 
largely the achievement of Dr. Christian R. 
Holmes. At the exercises held in celebration 
of the centenary of the Medical College on 
November 6, 1910, a historical sketch of the 
college was given by Dr. J. C. Oliver; Dr. Wil- 
liam T. Sedgwick, of the Massachusetts Insti- 
tute of Technology, spoke on the relationship 
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of medicine to public health; and Dr. Joseph 
Ransohoff reviewed the work of Drake and 
Holmes and other teachers in the college. 


REsiGNatTION oF Dr. D. R. Hooker.—In order 
to engage entirely in research work, Dr. D. R. 
Hooker has resigned his position as associate 
professor of physiology in the Johns Hopkins 
Medical School. 


ABSENCE OF Pror, C.-E. A. WinsLow.—In 
order that he may assume the directorship of 
the public health activities of the League of 
the Red Cross Societies at Geneva, leave of ab- 
sence has been granted by the Yale University 
School of Medicine to Prof. C.-E. A. Winslow. 
He will be in Europe during the spring term, 
and will return to New Haven for the opening 
of the fall term in October, 1921. 


INTERNATIONAL CONGRESS OF COMPARATIVE 
PaTHoLocy.—At the second International Con- 
gress of Comparative Pathology which will be 
held at Rome in April, 1921, the subjects dis- 
cussed will include influenza in man and ani- 
mals, foot-and-mouth disease, recent researches 
in sarcoma and carcinoma, rabies and anti-rabic 
vaccination, piroplasmosis, acari and scabies in 
man and animals, and phylloxera. Under the 
presidency of Professor Perroncito, an organiz- 
ing committee has been established, composed 
of Professors Ascoli, Golgi, Grassi, Lustig, 
Marchiafava, Paterno, Raffaele, Sanarelli, and 
Colonel Bertoletti. 


OPPORTUNITIES FOR 
ties are now open in the hospitals of the U. S. 
Public Health Service for the employment of 
dietitians of many women graduates of schools 
of Household Economics who have had student 
training or hospital experience in civilian or 
army hospitals. The work was transferred a 
year ago from the pharmacists to a newly es- 
tablished dietitian service. The section has 
steadily expanded, but owing to the opening of 
many new hospitals and the enlargement of 
those already in operation, the dietetic person- 
nel is not equal to the requirements. Applica- 
tions for appointment should be made to the 
Surgeon General, U. S. Public Health Service, 
Washington, D. C. 


New Pusric HeattH Service Fi.m.—A new 
motion picture film prepared for the U. S. Pub- 


lie Health Service, vividly presents the life his- 
tory of the mosquito, especially of the kind that 
transmits malaria germs and costs the United 
States people about $200,000 a year by so do- 
ing. The views show how the female mosquito 
absorbs the malaria germs with the blood of a 
malaria patient; how the germs increase and 
multiply and pervade the salivary glands of the 
mosquito; and how the mosquito passes them 
on. The film was exhibited for the first time 
at the meeting of the Southern Medical Asso- 
ciation at Louisville, Kentucky, November 15 
to 18. 


Pusiic HEALTH SERVICE AND TUBERCULOSIS. 
—The migration of army patients suffering 
with tuberculosis to the semi-arid West is caus- 
ing the U. S. Publie Health Service no little 
concern, for all the service hospitals and all the 
contract hospitals in that region are now com- 
pletely filled. It is considered to be very un- 
fortunate that the patients should leave places 
where the Government is ready and able to 
eare for them and go to other sections where 
it is absolutely impossible for it to provide care 
and where even ordinary housing accommoda- 
tions are often unobtainable. The service is 
making and will continue to make every effort 
to meet the needs of the patients, but the great 
amount of migration to that part of the coun- 
try makes the problem very serious. 


INVESTIGATION OF EUROPEAN IMMIGRATION.— 
Surgeon J. W. Kerr, of the U. S. Public Health 
Service, sailed for Europe on November 20 with 
Commissioner General of Immigration Cami- 
netti, to assist in the investigation of emigrant 
conditions in Europe. The hope is to devise ad- 
ditional measures whereby the immigration 
laws may be given greater force and may yet 
work less hardship on prospective emigrants. 


PELLAGRA AND PoveRTy.—That pellagra varies 
inversely with the family income in the cotton- 
mill villages of South Carolina is the conclusion 
drawn after a three-year study of the U. S. 
Public Health Service. This is the first re- 
ported study in which the long-suspected rela- 
tion of poverty and pellagra is definitely meas- 
ured. It was found that as the income fell the 
disease increased and affected more and more 
other members of the same family. As the in- 
come rose, the disease decreased and was rarely 
found in families of even moderate means. 
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Differences among families with the same in- 
comes are attributed by the report to differences 
in the expenditures for food, intelligence of 
the housewife, and ownership of cows and gar- 
dens. Differences among villages which were 
economically similar are attributed to differ- 
ences in the availability and condition of food 
in local markets. 

A recent statement of one of the largest. life 
insuranee companies in the United States in- 
dicates that the food standards of Southern 
wage-earners must have improved remarkably 
of late, for the death rate from pellagra has 


fallen from 6.7 per 100,000 in 1915 to 2.3 in 


1919. 


CHAULMOOGRA OIL AND TUBERCULOSIS.—The 
recent widely circulated statement that the U. 


S. Public Health had found that chaulmoogra 


oil was efficacious in the treatment of tubercu- 
losis as it had been shown to be in that of 
leprosy, is said by Surgeon General Cumming 
to be unwarranted. Experiments made some 
years ago with the oil gave no definite results. 
Recent experiments with the ester, or deriva- 
tives, have been begun because of hopes based 
on some similarities between the bacilli of lep- 
rosy and those of tuberculesis; but these have 
not proceeded far enough to indicate what re- 
sults will be obtained. 


CoLLEGE OF MEDICINE or St. Louis UNIvER- 
sity.—Announcement has been made by the 
president of St. Louis University that Dr. John 
Auer, pharmacologist of the Rockefeller Insti- 
tute of New York, has been appointed to in- 
stitute and conduct a Department of Pharma- 
cology in the College of Medicine of the Uni- 
versity. It is the hope of the faculty of the 
University to be able, through the Centennial 
Endowment Fund of $3,000,000 now being 
raised by the friends and alumni of the in- 
stitution, to establish complete departments in 
every line of medical instruction and research. 
It is also intended, if possible, to secure as 
heads of these departments men of professional 
standing equal to that of Dr. Auer, who has 
been connected with the Rockefeller Institute 
since its organization in 1903. - 


NEED oF More Hosprraus.—In an annual re- 
port, it has been recommended by Dr. Hugh 


S. Cumming, surgeon-general of the Public 


Health Service, that additional hospital facili- 


ties be provided for the treatment of former 
service men and women. The report points out 
that 20,000 patients were receiving ,hospital 
care from the Public Health Service on last 
July 1 as compared with 2,000 in October, 1919. 

‘‘The Public Health Service reiterates its 
firm belief that an adequate hospital construc- 
tion program should be undertaken by the Na- 
tional Government for the care of ex-service 
men and women. It is repeated that the spe- 
cial needs to be met are those of ex-service men 
and women suffering from tuberculosis and 
mental disorders. These groups of patients 
will require treatment for long periods of time 
and their demand is for care and treatment in 
governmental institutions.’’ 


BRITISH Reports OF CONDITIONS IN INDIA.— 
The British Medical Journal has called atten- 
tion to the fact that in Bengal the rate of in- 
fant mortality runs as high as 30 per cent. in 
some districts, and is nowhere less than 20 per 
eent. The problem is one of great difficulty. 
Throughout the province good milk is dear and 
the people poor, mothers are ill-nourished, and 
trained dhais (mid-wives) rare. Poverty is at 
the bottom of most of this enormous waste of 
infant life, and social and economic conditions 
hamper the introduction of remedial measures. 

A recent statement shows that in market 
week cholera was responsible for 724 deaths in 
Behar and Orissa, 570 in Madras, 213 in Bom- 
bay. Plague accounted for 433 deaths in 
Madras, and 175 in the Central Provinces. The 
total number of deaths from cholera was 1,800; 
200 from smallpox, and 1,700 from plague. 

A certain number of wandering lepers are 
reported to be in Lucknow. To facilitate their 
confinement in the Lucknow Leper Asylum, 
grants have recently been made to the asylum 
authorities. The general policy of the British 
Government on the subject of leper segrega- 
tion is at present under consideration in view 
of the recent passing of the Lepers (Amend- 
ment) Act XXII of 1920. 


BOSTON AND MASSACHUSETTS. 


New ENGLAND HosprTtaL FOR WOMEN AND 
CHILDREN.—F rom 1863, when the Hospital was 
incorporated, until 1872, all departments were 
earried on together. In 1872, the Hospital was 
removed to its present location in Roxbury, but 
the out-patient work, both clinics and home 
care, was continued at the old site on Warren- 
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ton street, and later at 29 Fayette street. To 
quote from our records of that date, ‘‘Owing to 
the distance of the new building from the 
crowded part of the city where the poor people 
reside, the dispensary was kept in the city 
proper.’’ With the growth of the city and the 
present facilities for reaching the Hospital by 
several lines of cars, both surface and elevated, 
this reason no longer exists, and on January 1, 
1921, the Out-Patient Department was trans- 
ferred to the hospital plant, where the clinics 
are continued as usual, and medical and nurs- 
ing service furnished to poor patients in their 
homes. 


BERKSHIRE SCHOOL FOR CRIPPLED CHILDREN. 
—By the will of the late Hon. W. Murray 
Crane of Dalton, the Berkshire School for Crip- 
pled Children, Pittsfield, Massachusetts, has 
been left fifty thousand dollars, to be used by 
direction of the trustees. 

GRADUATING EXERCISES OF TRAINING SCHOOL 
FOR Nurses.—The graduating exercises of the 
Training School for Nurses of the Massachu- 
setts General Hospital were held on the even- 
ing of January 11 in the Moseley Memorial 
Building. An address was delivered by Rev- 
erend Henry K. Sherrill. The exercises were 
followed by a reception. * 


FuNDs For HosPiraL IN WAYLAND.—In the 
will of the late Jonathan M. Parmenter of Way- 
land, provision was made for the sum of one 
hundred thousand dollars and an equal sum 
in bonds and stocks, to be used in establishing 
a hospital in Wayland or in its immediate vi- 
einity. 

WEEK’s Deatu Rate 1n Boston.—During the 
week ending January 29, 1921, the number of 
deaths reported was 217 against 306 last year, 
with a rate of 14.93 against 19.74 last year. 
There were 32 deaths under one year of age 
against 54 last year. 


The number of cases of principal reportable 


diseases were: Diphtheria, 73; scarlet fever, 
51; measles, 70; whooping cough, 18; typhoid 
fever, 1; tuberculosis, 50. 

Included in the above, were the following 
eases of non-residents: Diphtheria, 14; scarlet 
fever, 3; measles, 1; tuberculosis, 6. 

Total deaths from these diseases were: Diph- 
theria, 4; measles, 1; whooping cough, 1; ty- 
phoid fever, 1; tuberculosis, 14. 

Included in the above, were the following 
non-residents: Tuberculosis, 2. 


Miscellany. 


SOCIETY NOTICES. 


Isrart Hospirau.—There will be a clinical 
meeting in the auditorium of the Beth Israel Hospital 
on Wednesday evening, February 9, at 8.15. 

PROGRAM 
Chronic Pancreatitis. Dr.. Daniel F. Jones. 
Discussion. Dr. John T. Bottomley and Dr. 
Roger I. Lee. 

Physicians are cordially invited. The telephone is 
Roxbury 5940 and visitors may be on call. 

Refreshments will be served. 

mmittee on Clinical Meetings, 
ALBERT PHRENFRIED, M.D. 

Warp H. Cook, M.D. 

E. GRENVILLE CRABTREE, M.D., Sec. 


Harvarp Mepicat Sociretry.—Next meeting in the 
Peter Bent Brigham Hospital Amphitheatre (Van 
Dyke Street entranee), Tuesday evening, February 15, 
at 8.15 o’clock. 

PROGRAM 
Medicine in Continental Philadelphia as Depicted in 


the Diary of Elizabeth Drinker. 1749-1807. 


Drs. C. K. and Katherine R. Drinker. 

Medical students and physicians are cordially in- 
vited to attend. 

Cyrus C. Srurats, Secretary. 


East Boston Mepicat Socrery.—Dr. Richard C. 
Cabot will address the East Boston Medical Society 
on February 28, at 8 p.m., in Walcott Hall, Central 
Square, East Boston. His subject will be “Diseases 


of the Heart.” Members of the profession are invited 
to attend. 
Ernest Booru, M.D., Secretary. 
RECENT DEATHS. 


Dr. JAMES EDMUND SULLIVAN died at his home in 
Providence, R. I., October 8, 1920. He was a gradu- 
ate of the Bellevue Hospital Medical College in 1879, 
joined the Massachusetts Medical Society in 1883 and 
moved to Providence in 1889, retaining membership 
in the Massachusetts State Society. 


Dr. MICHAEL EDWARD KEAN died at his home in 
Manchester, N. H., September 22, 1920, aged 57. He 
was born at Bedford, N. H., June 28, 1863, and was 
a graduate of Dartmouth Medical School in the class 
of 1889, joined the Massachusetts Medical Society in 
that year and soon settled in Manchester, keeping up 
his membership in the society until his death. 


Dr. Epwarp HENRY BUSHNELL of Quincy died at 
the United States Public Health Service Hospital, 
Parker Hill, Roxbury, January 23, 1921, aged 55 
years. He was a graduate of the University of Ver- 
mont, Medical Department, in 1889, joined the Massa- 
chusetts Medical Society and settled in Quincy in 
1901. At the time of his death, Dr. Bushnell was 
president of the Norfolk South District Medical Soci- 
ety. He was a Mason and is survived by one daugh- 
ter. While in the Medical Corps of the Army he held 
the rank of captain. 


Dr. Louis ALLEN CrocKER died of “acute indiges- 
tion” at his home in Brewster, January 8, 1921, aged 
57 vears. He was born in Brewster, January 10, 
1863, was educated at the town school, the Bridge- 
water normal school and at Brown University, where 
he took a Ph.B. in 1898. His M.D. was received at 
Harvard Medical School in 1902. After serving for 
a year as superintendent of Channing Hospital at 
Providence he settled in Brewster and joined the 
Massachusetts Medical Society. His widow, Hannah 
H. Knowles, who survives him, had no children. 
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